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On flbor surfaces mopped with a 1% solution of 
action persists for u minimum of a week—thus 
halting the development of new reservoirs 
of infectious organisms between applications.! 


NEW AND IMPROVED* 


v & Fat OFF 


Lysol acts rapidly and efficiently even in the 
presence of organic matter such as pus, mucus, 
sputum, and body exudates.'* It spreads 
easily and penetrates into pores and crevices, 
destroying all common pathogens including 
tubercle bacilli and resistant fungi. 

Highly concentrated, economical. 


1 Klarmann, BE. G.; Wright, E. S. and Shterwov, V. A.: 
Prolongation ef the entibacterial potential of disinfected 
surfaces, Applied Microbiology 1:13 (Jan.) 1953. 


2 Smith, C. R. Disinfectants for tuberculosis hygiene, Soap 
and Sanitary Chemicals 27:190 (Sept.) 1951; 27:145 (Oct.) 1952. 


%* New formula Lysol has a fresh clean odor 
and no longer requires the “poison” label. It 
is non-toxic and non-injurious to skin or 
surfaces. Phenol coefficient 5. 


For samples and complete brochure 
with how-to-use chart, please 
write to: 


Lehn Fink Gs 


PRODUCTS CORPORATION OIVISION 
Dépt. 10, 445 Park Ave., New York 22, N.Y. 


Lysol® is a registered trademark applicable only to the = 
product manufactured by Lehn Products Corporation. 3 
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three types of caps: (1) cemented in pulp- 
G, EL E backed vinylite liner; (2) cemented in rub- 
ber liner; (3) pressure fitted Teflon iiner. 


KIMBLE CULTURE TUBES 


Their tong, useful life means low costs for you 


Kimble Culture Tubes are made 

of Kimble N51A glass—a boro- 

silicate glass with outstanding 

resistance to chemical attack. 

They do not affect the growth 

or viability of cultures. They resist the 

chemical attack of washing solutions. 

Kimble Culture Tubes resist alkaline, acid 

and nearly neutral solutions, including hot 
water and steam. 

Tubes easily withstand heat-shock of 

sterilization .. . are thoroughly annealed. 

Walls are of uniform thickness . . . bottoms 


are of ample weight to avoid “breaking-out.” 

New style, longer caps, when slightly 
loosened, permit free exchange between the 
atmospheres inside and outside the tubes, 
completely satisfying the gas requirements 
of aerobic cultures. Threads are so de- 
signed that there is no danger of the slightly 
loosened caps falling off. 

See your laboratory supply dealer for in- 
formation about Culture Tubes and the 
complete Kimble glassware line. Or write 
Kimble Glass Company, subsidiary of 
Owens-Illinois, Box 1035, Toledo 1, Ohio. 


KIMBLE LABORATORY cLasswarne | ()WENS-LLLINOIS 


AN @ PRODUCT 


GENERAL OFFICES + TOLEDO 1, OHIO 


Kimble Culture Tubes are available with 
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2.5 cc. Hypertussis eliminates massive dosage in whoop- 
ing cough treatment or passive prevention. A crystal- 
clear homologous protein, 2.5 cc. Hypertussis contains 
the gamma globulin equivalent of 25 cc. of human 
hyper-immune serum. This specific anti-pertussis frac- 
tion is concentrated 10-fold to obviate the pain and 
inconvenience associated with massive dosage—giving 
you the advantage of 

“a thimble full of dosage for a handful of baby.” 


Hypertussis will not interfere with 
the use of antibiotics where they 
may be indicated. 


2.5 cc. Hypertussis is supplied in 2.5 
cc. (one dose) vials, ready for immedi- 
ate intramuscular injection. 


4 For whooping cough prophylaxis 
and treatment specify 


2.5cc. HYPERTUSSIS" 


 (anti-pertussis serum-human) 
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Prepored ond Sternlized by 
BALTIMORE BIOLOGICAL LAB. INC. 
Beltimore, md 
BECTON, DICKINSON & CO. 


B-D| VACUTAINER® CULTURE BOTTLE 


simplifies collection of blood culture specimens 


With B-D VACUTAINER CULTURE BOTTLE, you can collect blood quickly 

and easily, directly from the patient's vein, through a closed, sterilized system. 
VACUTAINER CULTURE BOTTLE contains Trypticase Soy Broth with CO, 
added—a superior culture medium that assures 


faster detection of bacterial growth 
clarity of medium reveals bacterial growth in its earliest stages 


more certain growth of pathogens 
choice of aerobic or anaerobic conditions permits growth 
of a wider range of microorganisms 


Free reference chart for definitive bacterial identification now available. Write for Folder N 33. 


Prepared and sterilized by 
Balti Biological Laboratory, Inc., Baltimore, Md. 
B-D and Vacutainer, T.M. Reg. U.S. Pat. Off. 


BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 
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BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Designs, Supervision of Construction, Investi- 
gations, Valuation and Rates. 


4706 Broadway, Kansas City 2, Mo. 


EMERSON VENABLE, P. E. 


Chemist and Chemical Engineer 


Atmospheric Pollution. 


Industrial Hygiene Chemical Warfare 


6111 Fifth Ave., Pittsburgh 32, Pa. 


PROFESSIONAL EXAMINATION SERVICE 
A Personnel Administration Service in the 
Field of Public Health 
Available to State and Local Health Departments 
an 

Merit Systems 
Examinations Field Consultation 
American Public Health Association, Inc 
1790 Broadway, New York [9, N. Y. 
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A RARE buy in 
Cover Glasses 


Rare indeed is the occasion when you pay less 
for the very finest. 

But that is exactly the situation when you 
choose Corning cover glasses. They're made of 
crystal-clear optical quaiity glass. They resist 
moisture and alkalies and won't cloud. 

Machine drawn to superior flatness. Accu- 
rately cut in round, square or rectangular shapes. 
Carefully packaged for maximum cleanliness. 

And you actually pay less for Corning cover 
glasses than for many other well-known brands 
that offer less. Because they .last longer under 
hard use, they're an even better buy. 

Your budget will enjoy the sparing action of 
Corning cover glasses as much as you'll enjoy 
using them. See your laboratory supply dealer. 


FREDERICK G. KEYES, Inc. 
243 BROADWAY AT WINDSOR STREET + CAMBRIDGE, MASS. 


INDEX TO ADVERTISERS 


Page 
American Public Health Association: 
Affiliated Societies and Branches XXVII 
Membership Application Blank. . XXVII 
Sustaining Members .......... XXVI 
Angel, H. Reeve (Filter Papers) .. .. 132 
Ayerst Laboratories (Mysoline).... XI 
Bausch & Lomb (Laboratory Micro- 
Becton-Dickinson (Vacutainer Cul- 
Columbia University Press (Books) XXV 
Corning Glass Works (Pyrex Labo- 
ratory Glassware) XVIII 
Crown Cork & Seal (Milk Caps)... XXII 
Cutter Laboratories (Hypertussis) . . V 
Difco Laboratories (Media for My- 
Directory of Health Service........ Vill 
Black & Veatch 
Emerson Venable, P.E. 
Professional Examination Services, 
A.P.HLA. 
Florida Citrus Commission (Grape- 
International Equipment (Interna- 
tional Centrifuge) ............. X 


Foge 
Keyes, Frederick G. (Corning Cover 
Kimble Giass (Kimble Culture 
Lehn & Fink (Lysol)............. Il 
Lily-Tulip (Paper Cups).......... XXI 
M & R Laboratories (Similac) .... XII 
Millipore Filter Corporation (Mem- 
National Dairy Council (Rx Weight 
Oval Wood Dish Corporation (OWD 
Parke Davis (Chloromycetin)...... IX 
Ralston Purina (Laboratory Animal 
Nutrition Newe? wer. XX 
Schleicher & Schuell, Carl (Mem- 
Sylvana Chemical (Cardiolipin-Le- 
Wallace & Tiernan (Chlorination 
XXIV 
White Laboratories (Cod Liver Oil) XIX 
Wiley, John (Books) .............. 
Wyeth, Inc. (Bicillin)............ ' XVI 


> 

q 

ok 
» 4, 
Ke | 
| 
| | 

. 


from the literature. .. 


“The value of CHLOROMYCETIN in the 
treatment of infections due to most bac- 
teria, the pathogenic rickettsiae, and 
many of the large viruses has now been 


well established.”! 


in typhoid fever 

“Our experience...and many others all 
show that chloramphenicol [CHLORO- 
MYCETIN] has an established place in 
the treatment of typhoid fever.” 


in meningitis 

“At the present time chloramphenicol 
[CHLOROMYCETIN] is recognized as a 
potent antibiotic whose ease of adminis- 
tration and prompt diffusion into serum 


and spinal fluid makes it a particularly use- 
ful agent in the treatment of many forms 
of purulent meningitis.”* 


in bacterial endocarditis 


“Within ten days [after therapy with 

CHLOROMYCETIN was begun] there 
was a dramatic improvement in the pa- 
tient’s clinical appearance and the sedi- 
mentation rate and temperature became 
normal.” 


in rickettsial diseases 
“Chloramphenicol [CHLOROMYCETIN 
has been used with striking success in pa- 
tients with scrub typhus, murine typhus, 
Rocky Mountain spotted fever, and epi- 
demic typhus.”® 


Chloromycetin 


(Chloramphenicol, Parke-Davis ) 


CHLOROMYCETIN is a potent therapeutic agent and, because certain 
blood dyscrasias have been associated with its administration, it should 
not be used indiscriminately or for minor infections. Furthermore, as 


- with certain other drugs, adequate blood studies should be made when 


the patient requires prolonged or intermittent therapy. 


1. Yow, E. M.; Taylor, E M.; Hirsch, J.; Frankel, R. A., & Carnes, H. E.: 


J. Pediat. 42:151, 1955. 
. Dodd, K.: J. Arkansas M. Soc. 10:174, 1954. 
, Hanbery, J. W.: Neurology 4:301, 1954. 
. Miller, G.; Hansen, J. E., & Pollock, B. E.: Am. Heart J. 47:453, 1954. 
. Keefer, C. S., in Smith, A., & Wermer, P L.: Modern Treatment, New 
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York, Paul B. Hoeber, Inc., 1953, p. 65. 
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a, will want to know more about the new 
aerodynamic guard bowl ventilating system— 
the new stainless steel interior — the stainless 
steel auxiliary cover that saves valuable bench 
space — the electric tachometer — the electric 
time clock — the unique air-filtering system— 
the spring-loaded hinge — the new vibration 
dampening system which results in smooth 


FOR THE 


Laboratory 


The new INTERNATIONAL MODEL U is 
more than just a Centrifuge in a 
cabinet. International’s experienced 
engineering has produced a Centrifuge 
with years-ahead features and 
unmatched performance. 


operation without the “shaker” action of 
over-flexible mountings — the versatility of 84 
interchangeable accessory combinations. 

Let us tell you more about this completely 
new Centrifuge, handsomely designed to fit in 
with your wall counters and cabinets. Write 
for Bulletin J explaining all these features in 
detail. 


1284 SOLDIERS. FIELD ROAD, BOSTON 35, MASS. 
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“MYSOLINE” 


» outstandingly safe and 
© effective anticonvulsant in 


the treatment of epilepsy 


EFFECTIVE IN REFRACTORY CASES. 
Doyle and Livingston report that 6 of 100 patients 
beneficed from “Mysoline” therapy after they had failed to 


respond to maximum dosages of other es 
anticonvulsants for at least one year. Seizures were 
controlled in 30 and the number 
of seizures was markedly reduced in 20.2 
RELATIVELY WIDE MARGIN OF SAFETY . 

Forster observes that “Mysoline” did n not give rise oor od 
renal complications in the 150 cases so far reported, and that 

side reactions, such as drowsiness and dizziness, 

were infrequent and usually transitory.” 


PSYCHOLOGICALLY BENEFICIAL... 
Lambros notes that over 80 per cent of 208 patients experienced 
a “feeling of being more alert” and showed “improvement in mental 


ability to do tasks which previously were burdensome.” 
He considers this a gratifying effect of “Mysoline” therapy in addition to 
the control of seizures.* 


“MYSOLINE 


CLINICALLY VALUABLE IN THE CONTROL OF GRAND 
MAL SEIZURES AND PSYCHOMOTOR ATTACKS 
No. 3430 — Supplied in 0.25 Gm. tablets (scored), bottles of 100 and 1,000. 
An extensive bibliography supporzing the value of “Mysoline” is included in the 
literature which is available to physicians upon request. 
1. Doyle, P.J., and Livingston, S.: J. Pediat. 432413 (Oct.) 1953. 
2. Forster, F.M.: M. Ann. District of Columbia 237137 (Mar.) 1954. 
3. Lambros, V.S.: Personal Communication. 
Ayerst Laboratories * New York, N. Y. * Montreal, Canada 
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for the baby seal... 
milk with 43% fat 


The high fat content of seal milk— 
approximately 13 times that of human 
breast milk—is undoubtedly related to 
the short nursing period of 10 to 12 days. 
At the end of that time the seal pup, 

his birth weight almost tripled, is 
abruptly weaned and cast out on his own. 
His rapid storage of energy, in all 
probability, reflects the pup’s needs 

for protection against the cold and for 
energy reserve during the period while 
he is learning to hunt his own food.’ 


/ physiologically 
f 
specific 


| for the young of man... 


I. human breast milk— 


**... the recipe of the most satisfactory 
food for a baby.’”* 


2. SIMILAC @ 


so similar to the milk of healthy, well-nourished 
mothers that there is no closer equivalent. 


Supplied: Similac Powder in tins of 1 lb., with 
measuring cup; Similae Liquid in tins of 13 fl. oz. 


1. Sivertsen, E.: Hvalradets Skrifter, Scientific Results 
of Marine Research, No. 26, Oslo, 1941. 


2. Gunther, M.: Brit. J. Nutrition (No. 2) :215, 1952. 
* 
2 
> > M & R LABORATORIES, Columbus 16, Ohio 
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There is no other book quite like 


HEALTHIER LIVING 


By Jusrus J. Scturreres, Ph.D. 
Director, Health Education Council 


This fresh, informative, and interesting book presents a rounded picture 
of human development on the road to good bodily and mental health. It 
contains facts aplenty—but its real strength lies in its convincing projection 
of the view that good health is much more than mere absence of disease. 
No “rule book” —Healthier Living was written to meet the real needs and 
interests of today’s readers. Among its many topics are: 


@ frank discussions of sex adjustment problems; 
® satisfying coverage of mental health; 


© authoritative facts on personal health problems—nutrition, exercise, 
posture, grooming, vision, hearing, and dental hea!th; 


®@ a warm discussion of marriage and family living; and 


®@ a clear explanation of personality development and your uncon- 
scious mind. 


Dr. Schifferes gives fuller consideration to the social factors that play upon mind and 
body than any earlier writer. He draws on medicine, history, literature, Greck classics, 
psychology, and other disciplines to place the subject in perspective. The colorful, pre- 
cise writing style makes the book easy to read and the facts easy to remember. Accurate, 

artistic illustrations (a wealth of them) sum up much in- 
formation not otherwise explained. A generously annotated 


bibliography is another feature. Over 3000 items are included 


in the 20-page index. This is a book you will want in your 
personal as well as your professional library—one you can 
refer to often and recommend to others for concise, sound 
information on the urgent matter of healthier living. 

1954 928 pages $6.75 


College edition also avarlable 


for your ON-APPROVAL 7 


(1) SAVE POSTAGE! Check here if you ENCLOSI 
$6.75, in which case we pay postage. Same return 
privilege 


JOHN WILEY & SONS, Inc. AJPH-I15 4 
440 Fourth Avenue, New York 16, N. Y. ! 
Please send me a copy of Schifferes;s HEALTHIER LIVING 1 
to examine ON APPROVAL. Within 10 days I will either } 
return the book and owe you nothing or will remit $6.75, } 
plus postage. 
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“Throw-Away’ Spoons 
That Don’t Come Back 


You are not confronted with an un- 
certainty when you see OWD Rite- 
spoons and OWD Riteforks served 
with ice cream, beverages and foods. 
The OWD Ritespoon cannot be re- 
covered, superficially cleansed and 
used again. One use alters its ap- 
pearance and utility. It is a true 
single-service utensil, which pro- 
vides the shape and complete util- 
ity of metal ware. 

OVAL WOOD DISH CORPORATION 

Tupper Lake, N. Y.; Graybar Bidg., New York City 17 


506 So. Wabash Ave., Chicago 5, Ill. THE OVAL WOOD DISH 
COMPANY OF CANADA, LTD., Industrial Center No. 5, Quebec, P.Q. 


bad 


e Nothing else like ite Made of 
selected hardwood in the true shape 
and with the full utility of metal 
ware e Strong, rigid, smooth—no 
sharp edges e Distinctive in appear- 
ance, pleasing in use e Serves equal- 
ly well both hot and cold e Never 
under suspicion—cannot be served 
a second time e Recognized and ac- 
cepted everywhere e Provides low 
cost sanitary single-service for 
every public food service operation 
e 4 sizes and OWD Ritefork meet 
every operating need e Write for 
samples for observation and test. 
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Coli 5 Apparatus (above) 
for the filtration of 
bacteria, and other 
microorganisms 


“Bac-T-Flex” is a trademark 


New membrane filters and 
membrane filter techniques 


The filters pictured above and similar membranes 
can be used for the determination of numbers and 
types of bacteria and other microbes in water, 
sewage, milk, foods, beverages, air and soil; for 
the detection and isolation of Mycobacterium 
tuberculosis from sputum or other materials; and 
for the filtration of fine particles from suspensions. 


Membrane filter techniques save labor, time, ma- 
terials and equipment. They are proving more 
efficient and accurate than other methods for the 
determination of coliform and pathogenic bac- 
teria in water. 

Write for the new free S&S Membrane Filter 
Folder. This folder gives detailed information 
and instructions regarding the use of membrane 
filters, including technique for sterilization, filtra- 
tion, and cultivation. 


Carl Schleicher & Schuell Co. 
Dept. P-94 Keene, New Hampshire 
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GREEN GRID 
“Bac-T-Flex’’ 


announcing the new 


1. Flexible, durable, 


easy to handle and 
sterilize. 


2. Green grid makes 
counting of colonies 
easy and accurate. 


3. Large grid size facil- 
itates counting using 
magnifications up to 
15 times. 
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ONE-INJECTION CONTROL 


In both acute gonorrhea and early syphilis, Injection 
BICILLIN has been found to provide effective one-visit 
therapy. Smith! reports that the injection of 2,400,000 
units supplies the prolonged penicillin ievels needed for 
eradicating primary and early secondary syphilis. And, 
“In acute gonorrheal urethritis, a single dose of 300,000 
units intramuscularly is adequate to effect a cure in 
most cases.’”? 


1. Smith, C. A., and others: Am. J. Syph., Gonor. & Ven. Dis. 
38:136 (March) 1954. 2. Council on Pharmacy and Chemistry: 
New and Nonofficial Remedies. J. B. Lippincott Co., Phila- 
delphia, 1954, p. 148. 


SUPPLIED: Injection BiciLLIN—2,400,000 units, single-dose dis- 
posable syringe (4-cc. size). Also Available: 300,000 units per cc., 
multiple-dose vial of 10 ec. 


INJECTION BICILLIN LonG-aAcTING 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) 


| 
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Extra pounds mean extra work for the heart. Help your patients 
avoid heart stress by early control of body weight. It’s never too 
early to practice weight control .. . but it may one day be too late. 


= 
Insurance statistics indicate that obesity is 
associated with a high mortality rate from 
cardiovascular-renal diseases. Regaining 
and/or maintaining normal weight is a 
physiological necessity for the heart 
patient. 

Medically supervised research on weight 
reduction shows active, overweight adults 
losing 114 to 2 pounds per week on a diet 
of appetizing meals featuring a variety of 
foods which provide all nutrient needs 
except calories—and which also satisfy 
hunger! Persons on such diets maintained 
pep and a sense of well-being, reported no 
hunger pangs . . . but shed excess pounds. 

These diets contain approximately equal 
weights of protein, fat, and carbohydrate. 
Fat combined with protein in a meal delays 
hunger—for it reduces stomach motility 
and gastric juice secretion, promotes slower 
digestion and makes possible a more grad- 
ual absorption of nutrients. 


NATIONAL DAIRY COUNCIL 
Since 1915 . . . promoting better health through nutrition research and education. 
111 N. Canal Street, Chicago 6, Illinois. 
Please send me, without cost or obligation, a pad of diet instruction sheets and leaflet on weight reduction. 


NAME 


The foods included in these diets provide 
all essential nutrients in amounts recom- 
mended for adults. Only calories are in 
deficit. Dairy foods are an important fea- 
ture of these meals because of their high 
proportion of nutrients in relation to the 
calories they provide. Their taste appeal 
and variety make the diet easy to follow 
until the desired weight is lost. 

Doctors! Send for the convenient leaflet 
and diet instruction sheets containing 
menus for three full meals a day for an 
entire week. Diets at two moderately low 
calorie levels are included. These diet in- 
structions will be useful even where a 
person may require a different calorie level 
for weight loss. For such individuals, the 
physician can suggest desired modification, 
retaining the basic diet plan. 

These materials are yours on request — 
without cost or obligation. Simply fill out 
the coupon below and mail it today. 


PROFESSIONAL DESIGNATION 


ADDRESS 
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What do you put in bottles? 


Some folks stick ships in bottles. Others send messages 
via Ocean currents. 

But, these are not the people we make bottles for. 
The bottles you see on this page are for you... . 
laboratcry people. Made of Pyrex brand glass No. 


1. 1640—Sulfonation, Graduated 7740, such bottles are acid resistant, rugged, trans- 
2. 1480—R t, Plain, Wide 
Sout, Without joa. parent, precise. They hold, store, mix, disperse—do 
3. 1340 — Propping, With Pi- just about anything and everything you'd ever expect 
pettes, F from a lab bottle. 
1560—R Plain, Nar- - 
. row Mouth, With laverted § And, these bottles come in all kinds of shapes and 
Stopper 
5. 1620--Specific Gravity, Hub- #Z€S- Those shown are part of our almost incredible 
bard-Carmick collection. You can order them from your lab supply 
6. 63S—Milk Dilution, Gradu-  gealer 
ated, With Screw Cap 
7. 1220—Aspirator, Outlet for Or, if you want the bible on bottles, send for your 
Tubing ” 
copy of “Laboratory Glassware,” Catalog LP-34. 
. 1380—R t, Lettered, J 
; Narrow “Mouth, With Flat Don't battle for bottles—use the Pyrex line! 
Head § Stopper 
9. 1260—Centrifuge, Original 
Form Corning Glass Works 
10. 570—Culture, Roux, With Corning, New York 
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Purina laboratory animal Nutrition News 


FEEDING LABORATORY MICE 
By H. C. Schaefer, Director Laboratory Chow Research 


In recent years, mice have become very popular laboratory 
animals because of their special and unique value in many 
phases of research . . . genetics, study of diseases, and 
hormone assays. 

Mice are similar to domestic animals in that they have specific 
requirements for the essential nutrients such as amino acids, 
vitamins, and energy for growth, maintenance, reproduction, 
and lactation. In many cases, maximum reproduction is 
desired by investigators. This makes the breeder and maternal 
ration especially critical. 

The object of the research behind Purina Laboratory Chow 
has been to design and build a nutritionally adequate ration for 
gestation, lactation, and normal, healthy growth of the young. 


Laboratory Chow is suggested as the sole diet for mice, 
without any supplements. However, if some investigators 
prefer to supplement the ration we do not discourage the use 
of greens or succulent materials. We do caution against the 
use of raw or uncooked grains, due to the danger of 
introducing disease through contamination from wild mice 
at grain elevators or storage areas. 

For further information about the nutrient composition of 
Purina Laboratory Chow, please see your local Purina Dealer, 
or write to Special Industry Sales, Ralston Purina Company, 
St. Louis 2, Missouri. 


RALSTON PURINA COMPANY, St. Louis 2, Missouri 


WITH OVER 5,000 DEALERS COAST TO COAST 
TO SERVE YOU 
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Training personnel to the proper sanitary methods of food 
_ service is an important and difficult part of your job. To make it easier, 
_ Lily* has prepared two complete easels, comprised of a series of charts 
that are ideal for effective, dramatic presentation at food personnel 
ining courses. These two easels, one on the correct method for 
_ washing china and glassware, the othe- on the proper handling of 
: pcper service, are available to you on loan, AT NO CHARGE. 


_ These are not sales messages. They are « public service designed to 
_ increase employee knowledge on the importance of sanitary, safe 
service . . . and how to best attain it. Now being used by more than 
50 health departments, these easels are helping health officials 
continue their great strides towards increased knowledge and desire 
or complete sanitation in food service among employees in 

ry type of establishment where food or beverage 
is prepared or served. 


If you think these charts can help you . . . write today. 
We will consider it a pleasure to make them 
ailable for your use. 


LILY-TULIP CUP 
CORPORATION 


122 East 42nd Street, New York 17. N.Y. £ 
Chicago * Konsas City * Los * San Francisco ra 
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of BAUSCH & LOMB 
GLIDE MOTION FOCUS — 


Fastest, easiest, most critical focus 
in microscope history ! 


® Glides smoothly into perfect 
focus—ball bearings and 
rollers throughout! . 


Stays in perfect focus... 
radial thrust ball bearing 
makes backlash impossible! 


\ 


<j 


You'll find this silk-smooth, easy focus a new 

experience in microscopy. From the convenient hand- 

height control to the eyepieces, the entire focusing 

system floats on specially tempered bearings and rollers 
. cushioned against wear or uneven travel .. . 

for a lifetime of precision performance. Here’s the 

closest thing to theoretical friction-proof motion that 

has ever been achieved in microscope design! 

Another exclusive advantage of Bausch & Lomb 

Laboratory Microscopes, the world’s finest. 


and Catalog D-185. Bausch 
& Lomb Optical Co., 78237 
St. Paul St., Rochester 2, N.Y. 
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P-38 DACRO 


Housewives 


like the protection and 
convenience of P-38 
Dacro, and particularly 
the fact that it’s an 
excellent re-seal. 


Dairy Operators 


like its unmatched 
plant economy and the 
way it makes their 
bottling operation more 


Crown Cork & Seal Company, Inc. Docro Sales, Baltimore 3, Maryland 


| 
Dacro Milk Caps 
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a “Make Your First Choice NY 
Chlorination That Lasts” 1 
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Two views of midwestern chiorinating oom showing typical use of W&T equipment to suit a specific need 


To Every Part Its Proper Place... 


How well chlorination equipment does its job depends not only on 
proper design but on the selection of the right parts and materials for 
every specific purpose. 

The W&T equipment in the above installation is still giving good 
service after fifteen years. Every part in the equipment shown was 
designed specifically to meet a particular need. Mechanical dia- 
phragms, first used by W&T in 1913, are here used for accurate control 
in the ammoniators. Puncture proof water diaphragms provide visi- 
bility and accessibility of control parts in the chlorinators. Both orifice 
and manometer type meters, and rotameters (furnished in W&T 
equipment as early as 1917), are employed here as best suiting the 
purpose for which each was intended. 


Since 1913, W&T research has consistently sought out new designs, 
principles, and materials. Every new development is placed under 
rigid field tests to prove it can meet the exacting standards and prac- 
tical limitations that dependable and economical chlorination demands. 


When you depend on W&T equipment, you have the assurance that 
40 years of experience in the chlorination field is being used to bring 
you the best in design, parts, and materials — selected and tested 
specifically to fit the need. 


WALLACE & TIERNAN INCORPORATED 


25 MAIN STREET. BELLEVILLE 9, NEW JERSEY 
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Suburbanization and Suburbia 


COLEMAN WOODBURY, Ph.D. 


High points of the recent Buffalo 
Annual meeting were the two ses- 
sions of the Association Symposium, 
“The Impact of Suburbanization on 
Public Health.” Unhappily, the 
publishable record does not do jus- 
tice to the often brilliant and pro- 
vocative give-and-take of the discus- 
sions. We have the good fortune, 
however, to present in this paper 
the factual “runway” from which 
the sym posium’s flights of argu- 
ment and opinion “took off.” 


A traffic engineer whom I know 
fairly weli has a complaint about his 
profession. He says, in effect: “The 
chief trouble with being a traffic engi- 
neer is that almost everyone else con- 
siders himself an expert on the subject, 
too. A large proportion of the people 
above 16 years or so drive automobiles 
more or less regularly. Almost all the 
others ride in them quite frequently. 
This makes us a nation of traffic experts. 
Highway design, traflic control, parking, 
safety measures—nearly everyone has 
the answers.” “Now,” he continues. 
“many of their ideas are sensible 
enough; some are very good. Too many 
of them, however, are just plainly wrong, 
or at best only partly valid, or are based 
on misinformation or on conditions that 


have changed completely. But just try 
to make most car drivers see that their 
pet remedies aren’t quite the best!” 
Many other specialists, of course, 
could make similar observations about 
their work. Although the analogy is 
not close at all points, some rather 
common conditions and broad trends in 
our economic, political, and social evo- 
lution raise a similar response. Take, 
for example, the suburbanization trend. 
A substantial and rapidly increasing 
proportion of Americans live in suburbs. 
A large proportion of the others are 
more or less familiar with one or more 
suburban communities — they know 
people who live in them; they drive 
through them; and they read an occa- 
sional magazine or newspaper article 
about some phase of suburban life. 
Again, however, many of the widely held 
notions about suburbs are untrue; many 
are of limited validity; others reflect 
conditions of a generation or more ago 


~ Dr. Woodbury, who is a visiting lecturer in 
the graduate program of th. Woodrow Wilson 
School at Princeton University and a regional 
planning consultant, resides in South Kent, 
Conn. 

This material was presented before the 
First Session of the Association Symposium 
of the American Public Health Association at 
the Eighty-second Annual Meeting in Buffalo, 
N. Y., October 13, 1954. 
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in a sector of our society that is chang- 
ing very rapidly. 

For example, the suburbs today, by 
and large, are not exclusively nor even 
primarily high-income areas. They are 
not limited to the environs of the largest 
cities. Their physical development is 
spotty and uneven. Much of it is sub- 
standard in important aspects. Dormi- 
tory towns are only one species of 
suburb. 

In all truth, reliable and significant 
facts on suburbanization are not easy 
to come by. Our ignorance is much 
more impressive than our knowledge. 
In this article, I propose to sketch in 
very broad strokes and necessarily with- 
out attention to many significant local 
and regional variations some of the 
things that we can say we know about 
suburbanization and its results and some 
other things we have good reason to be- 
lieve are true about them. Although I 
have selected facts and near-facts that 
I believe should be of some interest to 
public health administrators and special- 
ists, I have not tried here to show how 
or why they may be significant. That 
clearly would be a much longer and 
more formidable task. 


A Definition 


For the purpose of this paper, sub- 
urbanization is taken to be the complex 
and changing process that results in 
suburbs. Suburbs, in turn, are simply 
forms of land use and development, to- 
gether with the concomitant political, 
economic and social forms and attitudes, 
that take place relatively near to but 
outside of sizable cities and that are in- 
fluenced materially by the economy and 
ways of life of these central cities. To 
be sure, the lines of influence flow both 
ways, but the central city-to-suburb 
forces are the more significant for pur- 
poses of definition. 

Obviously this is a rather common- 
sense, dictionary-type definition. To 


move from it to a more precise defi- 
nition that will yield usable statistical 
and other facts, I must introduce 
another term—the Standard Metropoli- 
tan Area, often indicated as SMA. 
Several agencies of the federal govern- 
ment that collect and use data on urban 
centers (including the Bureau of the 
Census) have agreed upon the defi- 
nition of SMA and upon its application, 
i.e., the boundaries of the actual metro- 
politan areas. This definition is neces- 
sarily rather long and somewhat tech- 
nical. Without serious inaccuracy it 
may be paraphrased: a Standard 
Metropolitan Area consists of a central 
city (or cities located closely together) 
with a population of 50,000 or more, the 
remainder of the county in which the 
central city is located and any contigu- 
ous counties that are closely tied in, 
economically and socially, with the cen- 
tral city and the populations of which 
are largely nonagricultural. In New 
England the SMA’s are groups of towns, 
not of counties. 

With SMA’s already defined and 
marked out a working definition of the 
suburbs would be the SMA’s excluding 
the central cities and any agricultural 
areas in the outlying parts of the 
counties. Because it is impossible 
without special breakdowns to take out 
the data for the agricultural areas, in 
this discussion our working definition 
of the suburbs is simply the SMA’s 
minus their central cities. In the aggre- 
gate, the agricultural parts of the metro- 
politan counties are so relatively small 
in population and in most other meas- 
urable characteristics that leaving them 
in does not invalidate our data. 


Facts About SMA's 


Before looking more closely at the 
suburban areas, a few facts about the 
SMA’s may give some clearer sense of 
scale or perspective. At the time of the 
latest federal census 168 SMA’s had 
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been marked out. They covered only 
some 7 per cent of the land area of the 
country, but accounted for about 56 
per cent of the total population. Approx- 
imately 85 million people lived in 
metropolitan areas in 1950—a number 
not far from the total population of the 
United States in 1906. In other crude 
but readily available measures of eco- 
nomic and other social activity the 
SMA’s show the following proportion 
of the United States totals: 


Per cent 

Number of families.......... 57 
Number of dwelling units.... 56 
Number of potential voters.... 58 
Number of production workers 

in manufacturing........... 71 
Number of workers in retail 

Number of employees in 

wholesale trade............. 79 


Number of active proprietors 
and employees in personal 
business and repair services 74? 


Probably even more significant is the 
recent record on population growth. 
The 1940-1950 decade showed the 
largest absolute population increase in 
the nation’s history. Approximately 80 
per cent of this record increase was 
found in 1950 in the SMA’s.* 

Because a few spectacularly growing 
metropolitan areas, mostly in the south- 
west ard along the Pacific coast, have 
received wide attention in recent years, 
some persons jump to the conclusion 
that they are largely responsible for 
these over-all figures, particularly those 
on population growth. This simply is 
not true. Certainly, these are important 
urban centers. Certainly, they face 
crucial problems directly traceable to 
their unusually rapid growth. If, how- 
ever, the SMA definition had been used 
in 1900, it would have marked out 52 
areas (as against 168 in 1950) with an 
aggregate population of over 24 million. 
From 1900 to 1950 the metropolitan 
population of the country increased by 
more than 60 million persons. Of this 


increase, 38.6 million, or more than 64 
per cent, went into the 52 SMA’s of 
1900. In 1900 these 52 areas had 31.7 
per cent of the population of the 
country; in 1950 their proportion was 
41.6 per cent. Again, they accounted 
for 51.7 per cent of the 1900-1950 pop- 
ulation increase of the country and for 
51.6 per cent of the 1940-1950 in- 
crease.® 

In other words, then, the older SMA’s 
have held their ground remarkably well 
despite the rise of many vigorous newer 
areas. 

As a related point, some persons have 
the impression that metropolitan growth 
is largely attributable to areas of one 
population size or another. This also is 
not true. In a recent study, Bogue, one 
of the leading students of inetropolitan 
population and growth, after a careful 
analysis, concluded that “. . . with the 
exception of a general tendency for 
SMA’s of one million inhabitants or 
more to grow at a slightly less rapid rate 
than SMA’s smaller than this, there has 
been no pronounced or consistent trend 
for rates of total metropolitan growth to 
vary with size, either in the 1940-1950 
decade or in any earlier decade.” ® 

What do these and similar facts add 
up to? In short, simply this: these 168 
SMA’s—central cities and suburbs—are, 
by almost any measure, major elements 
in the economy and life of the nation. 
If some composite index of their in- 
fluence and importance could be devised 
and if some clever person could draw a 
map showing SMA sizes according to 
this index, that map would be so uniike 
the land area maps we are accustomed 
to that we would hardly recognize it. 
In many respects, however, it would be 
a more significant map. It would 
emphasize the location in our present 
society of many of the greatest resources 
of men and organization, as well as the 
locus of many of the most difficult and 
threatening problems in providing ade- 
quate governmental and cormmunity 
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services. Suburbanization, as onc of 
the most prominant characteristics of 
the metropolitan scene, is related to both 
the resources and problems sides of the 
picture. 


Suburban Populations 


In 1950, 57.7 per cent of the aggre- 
gate metropolitan population lived in 
the central cities, 42.3 per cent in sub- 
urban areas. Over the past 30 years or 
so, however, these proportions have been 
shifting in favor of the suburban areas. 
Thus, in the 1940-1950 decade 39.3 per 
cent of the total metropolitan increase 
in population was in central cities; 60.7 
per cent was in the suburbs. For the 
preceding decade, 1930-1940, the cor- 
responding proportions were 40.3 per 
cent in the central cities, 59.7 per cent 
in suburban areas.® The similarity of 
these proportions in two drastically dis- 
similar decades suggests that they reflect 
the operation of some deep-seated forces 
or motivations of metropolitan popula- 
tions. 

The same trend is indicated by the 
following rates of aggregate population 
increase from 1940 to 1950: 


Per cent 
United States 14.5 
Standard Metropolitan Areas 21.8 
Central Cities of SMA’s 13.9 


Suburban Areas of SMA’s 34.75 


Another breakdown of metropolitan 
population shows a difference that per- 
haps is even more significant. Bogue 
and other students divide the suburban 
areas or rings into two parts: urban 
rings and rural rings. The urban 
rings are urban in the definition of the 
1940 census, i.e., they consist of in- 
corporated places of 2,500 population 
or more. Rural rings are the remainder 
of the suburban areas. They are made 
up primarily of people living in incor- 
porated places of less than 2,500 popu- 
lation and of people in unincorporated 
areas. The latter may be in a fairly 


dense or at least “nucleated” settlement, 
or they may be scattered more widely— 
in what is sometimes called a “rurban” 
development. In either event, the popu- 
lation of rural rings is within metropoli- 
tan areas, but is without the usual 
municipal organization and its services 
—except to the degree, usually small, 
that counties or townships (or states) 
may supply those services. 

In 1950 the total populations of the 
urban and rural rings were almost the 
same. The suburban areas had 42.3 
per cent of the total metropolitan popu- 
lation; the urban rings had 21.2 per 
cent; and the rural rings 21.1 per cent.® 
In other words, both urban and rural 
rings had aggregate populations of over 
18 million each. 

As was just pointed out, the suburban 
areas of SMA’s increased 34.7 per cent 
in population from 1940 to 1950. The 
urban rings, however, increased 29.2 
per cent, and the rural rings 40.8 per 
cent. Without loading in too many 
figures and percentages another com- 
parison is pertinent. Some 80 per cent 
of the 1940-1950 population increase of 
the United States was in metropolitan 
areas; almost 50 per cent was in sub- 
urban areas; -more than 21 per cent was 
in the urban rings; and more than 27 
per cent was in the rural rings.° 

In short, of the record-breaking popu- 
lation increase of the 1940's in this 
country, more than one person out of 
every four was living in 1950 in the 
governmentally unorganized (or under- 
organized), less densely settled and least 
urban parts of the metropolitan areas. 
These parts, the rural rings, had less 
than one-tenth of the country’s popula- 
tion in 1940, but they got more than 
one-fourth of the population increase of 
the following decade. 

Useful as census data on gross popu- 
lation and population increases may be, 
they can indicate or suggest only part 
of the story. What about possible dif- 
ferences in income status and other 
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characteristics of metropolitan and sub- 
urban populations? What about the 
attitudes and other sociopsychological 
aspects of the various groups and classes 
of metropolitan populations? Is sub- 
urbanization helping to destroy any 
sense of community in metropolitan 
centers? Are suburbanites on the whole 
more alert and active in the political 
and civic life of their areas than are 
residents of central cities? In these re- 
spects is there any significant difference 
between the urban and rural rings? 

On these and many similar questions 
we have to face at least three facts: (1) 
On many important questions of this 
kind we know very little if anything. 
(2) On many others we definitely pass 
from the realm of established fact to the 
area of quasi-fact—of what we have 
some but not conclusive reas~ns for be- 
lieving. (3) In respect to the latter, it is 
impossible to summarize much of the 
evidence in a paper of this scope. I am 
forced, therefore, to treat some of these 
crucial questions in rather abrupt and 
apparently dogmatic fashion. Back of 
these generalized statements, however, 
is some evidence. And all of them are 
tentative and subject to modification 
and change. 

On the economic status of suburban- 
ites census figures on the nonwhite 
population are pertinent. For the 
United States the 1940-1950 rate of in- 
crease of nonwhites (most of whom, of 
course, are Negroes) was higher than 
for whites, but not markedly so. For 
suburban areas the nonwhite rate of in- 
crease was lower, but not markedly so. 
For the central cities of SMA’s, however, 
the difference was great: 

Per cent 
Central cities increase 13.9 


“ “ —white 10.1 
“ “ —nonwhite 


A large proportion’ of Negroes and 
other nonwhites are in the lower income 
brackets. As they migrate to metro- 
politan centers, most of them go to the 


central cities. There they find settle- 
ments of others of their race and cheap, 
and often poor housing. There, as mem- 
bers of a large labor pool, they often 
have better chances of picking up jobs 
that are open to inexperienced and 
largely unskilled urban workers. One 
result is that in some central cities the 
blighted and slum areas, which usually 
have decreased in population during 
times of reasonably full employment, 
more recently have been among the most 
rapidly growing districts.’ Other frag- 
ments of evidence indicate that, while 
the suburbs have been attracting more 
and more middle and lower middle in- 
come families, probably the central 
cities’ proportions of people in the 
lowest income brackets—Negroes, other 
recent migrants, old people, those physi- 
cally handicapped—have been increas- 
ing. 

Closely related is the age distribution 
of suburbanites. Many of the newer 
residents of suburban areas are families 
with young children—those still living 
with their parents. To the extent that 
suburban migrants are concentrated in 
these age groups the central cities’ pro- 
portion of smaller families—young 
couples without children and older 
couples whose children are out on their 
own—increase, 

One or two sample studies indicate 
that most suburbanites come from the 
central cities, frequently in a series of 
hops. That is, they may move from an 
older to a newer part of the central city, 
from it to a close-in suburb, and from 
there to an outlying urban area.* The 
pattern of metropolitan migration un- 
doubtedly is complex and one should 
beware of too easy generalizations. It 
is reasonably clear, however, that many 
suburban residents have previously 
lived in a central city and have reached 
their present address as a result of more 
than one move. Also, some unknown 
but probably substantial proportion of 
them, particularly of the younger 


5 

} 
| 

| 


6 JANUARY 1955 AMERICAN JOURNAL OF PUBLIC HEALTH 


couples, are more or less expecting to 
move again. 

What are they looking for? Probably, 
in essence, they are seeking rather 
simple, elementary things—open space, 
less noise and confusion, cleanliness, 
better surroundings for their children, 
and more varied ways to spend in- 
creased amounts of leisure time.*: ® Un- 
doubtedly, more complex motivations 
also exist. Outright snobbery is one of 
these. They wish to get away from “that 
kind of people.” Some suburban ad- 
dresses still carry prestige in many 
circles. Possibly some suburbanites are 
getting away from the—for them— 
rather overpowering scale of central 
city environment, both physical and in- 
stitutional. To some degree (no one 
knows what degree but Bogue thinks it 
is small) they may be influenced by the 
atomic and hydrogen bombs. My own 
estimate, from the very inadequate evi- 
dence at hand, is that the essentially 
simple conditions of decent family living 
are the most powerful magnet. I am 
also impressed by the finding of one or 
two sample studies that most of even the 
rurban or rural ring suburbanites are not 
“going back to the farm.” Their present 
level of public and community services 
may be low, but they expect them to be 
increased to essentially urban levels in 
the fairly near future.* 

Are most suburbanites reasonably 
satisfied with their present conditions 
and ways of life? Quite probably, the 
answer is “yes.” *"° Are many of them 
likely to retrace their steps to the central 
cities? Quite probably, the answer is 
“no”—at least not for some time to 
come. Is there a backlog of prospective 
suburbanites? Do suburban living con- 
ditions still attract non-suburbanites? 
Quite surely, the answer is “yes.” ™* 


Housing 


As the population figures suggest, the 
SMA’s and their suburban areas are 


accounting for large proportions of new 
housing construction. In 1953, for ex- 
ample, 1,103,800 nonfarm dwelling units ~ 
were started. Of this substantial volume, 
803,500 units, or 72.8 per cent, were in 
the SMA’s. Of the SMA total, 539,800 
units, or 67.2 per cent, were in suburban 
areas.'* 

Although better living conditions and 
more ready availability of new housing 
undoubtedly are strong factors in sub- 
urban growth, much recent suburban 
housing leaves much to be desired. Its 
defects fall largely into three categories: 
(1) poor location; (2) inadequate size ; 
and (3) inadequate facilities, particu- 
larly for water supply and waste dis- 
posal. 

Poor location is hard to measure 
accurately or to generalize about. 
Roughly speaking, however, it is of two 
kinds. The first is what the British call 
“urban sprawl”—the planless extension 
of urban building on and on into the 
countryside with little or inadequate at- 
tention to community facilities and 
services, topography, future transit and 
transport problems, etc. The other is a 
similarly planless scattering of indi- 
vidual houses or small groups whenever 
pieces of land can be bought quickly 
and cheaply. 

Inadequate floor space is an equally 
serious matter. After careful studies, 
the Committee on the Hygiene of Hous- 
ing of the APHA concluded that a 
reasonable minimum standard of hous- 
ing space for a family of four persons 
is about 1,150 square feet.* For the 
same year in which the committee's re- 
port was prepared, 1949, a sample study 
of sales housing in 15 major metropoli- 
tan areas in all sections of the country 
showed that approximately 79 per cent 
of the new single family houses were 
below this minimum. For 1950 the 
proportion was 73 per cent; for 1951 it 
was 65 per cent.'* 

As to sewage disposal, the same study 
found that in 1949 the proportions of 
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new houses with individual disposal 
systems ranged from 3 per cent to 95 
per cent. The highest proportions were 
in the Miami area, 95 per cent; Seattle 
area, 51 per cent; New York area, 50 
per cent; Boston area, 49 per cent; and 
Atlanta area, 44 per cent. In respect 
to water supply the picture was better. 
The proportions of new houses with in- 
dividual supply systems ran from none 
to 15 per cent. Unlike the smallness of 
housing units, which may be improved 
somewhat as the sharpness of the hous- 
ing shortage is blunted, the proportion 
of newly built suburban houses with 
doubtful or poor water supply and 
sewage disposal systems seems likely to 
increase rather than to decrease as the 


building boom goes ahead. 


Industrial and Commercial 
Development 


Unsatisfactory as are our data on 
population and housing in suburban 
areas, those on industrial and com- 
mercial (retail, wholesale, and office 
space) development are even poorer. 
For industrial development, measured 
by number of production workers in 
manufacturing, we have fairly good data 
from the Census of Manufactures for the 
period from 1899 to 1947. For the 
crucially important postwar II period, 
only a few individual area studies are 
available. 

The census data for the period to 1947 
show a slow decline in the proportions 
of production workers in central cities 
of 100,000 population or more in 1929 
—a decline of about six percentage 
points in 48 years.*° This has been 
matched by an almost equal increase, 
about five percentage points, in the pro- 
portion of such production workers in 
plants in suburban parts of the same 
metropolitan areas. The scattered post- 
war II studies suggest that this slow 
shift may have been speeded up greatly, 
but they are far from conclusive. Some 


evidence indicates that the suburbaniza- 
tion of manufacturing industries may be 
quite largely in the form of extensions 
and branch plants of larger, well estab- 
lished corporations; while much of the 
growth in central cities may be among 
newer, smaller enterprises attracted by 
cheap rents in old buildings and by 
large labor pools on which they can 
draw more or less as they wish.”* If, or 
to the degree that this may be true, 
suburban areas may be acquiring an in- 
creasing proportion of the more stable 
and probably better paying industries, 
just as in population growth they are 
attracting families in their most pro- 
ductive stages, economically and bio- 
logically. 

Although similar analyses on retail 
trade are even less conclusive, a fair 
guess would be that it, too, is being sub- 
urbanized, probably in recent years at 
a considerably faster rate than industrial 
employment.'® The burgeoning shop- 
ping centers in outlying sections of 
metropolitan areas are part of this 
process. Even office space, once con- 
sidered the central district use par ex- 
cellence, shows signs here and there of 
a shift—particularly in some of the 
older and more congested metropolitan 
areas.'7 These signs, however, do not 
yet indicate a general movement, let 
alone a trend. 


Government Structure and Finance 


One of the most distressing features 
of metropolitan areas is the hodgepodge 
of their governmental units—typically a 
Balkanization or splintering of the area 
among municipalities, townships or 
towns and counties, plus a bewildering 
overlay of special districts. In 1952 the 
168 SMA’s had 16,210 units of local 
government of which 3,164 were munici- 
palities; 2,328 were townships; 256 
counties; 2,598 special districts; and 
7,864 were school districts. Eleven 
SMA’s had more than 250 local 
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governments apiece. No similar tabu- 
lation is available for suburban areas 
alone, but clearly they account for a 
large share of the metropolitan totais.’* 

In proportion to population, the very 
large SMA’s are not the worst contribu- 
tors to this mess. The five SMA’s with 
central cities of 1,000,000, or more, had 
in 1950 a total population of about 
29,500,000 and 3,386 units of local 
government. The 77 SMA’s with central 
cities of from 50,000 to 100,000 had an 
aggregate population of only 11,600,000 
but 4,783 local government ‘units.'* 

Within rather wide limits, numbers of 
local governments, per se, need not cause 
grave concern. When, however, num- 
bers are an index of splintering, con- 
fusion, group and class animosity, and 
failure of any public authority to appre- 
ciate, let alone to deal with, the bur- 
geoning problems of suburbanization, 
then the situation is serious. That is the 
situation today in a large proportion of 
metropolitan areas. 

Quite probably low tax rates have 
been a lesser factor in suburbanization 
than has commonly been assumed. At 
least in the few sample studies of 
reasons behind moves to the suburbs it 
has not been high on the composite 
lists. It, however, may well be looked 
upon by many recent suburbanites as a 
kind of “extra dividend”—not necessary 
but very acceptable. If so, many of 
them seem bound to be disappointed. 
The gap between central city and sub- 
urban tax rates has been closing rapidly 
in many metropolitan areas."® And 
many suburban communities are far 
from their goals in the most costly local 
public service—schools. This is par- 
ticularly true of the newer, more rapidly 
growing suburbs. Besides, many of the 
older ones have arrearages to make up 
in dealing with traffic congestion, park- 
ing, play grounds, and other public 
facilities. Belated recognition of the 
transitory nature of many low suburban 
tax rates has aggravated moves to keep 


low priced houses out of many suburban 
communities. 

It is argued that residential areas of 
this kind do not yield enough in taxes 
to meet the public expenditures they re- 
quire. This is true enough. To only a 
lesser degree is it alsc true of most 
other residential districts. The argu- 
ment also overlooks the fact that in 
many communities the aggregate pur- 
chasing power of the residents of these 
inexpensive houses helps materially in 
raising the tax-paying ability of com- 
mercial districts which usually show a 
neat “tax surplus.” Be that as it may, 
the growing acceptance of this “tax 
deficit” argument is strengthening the 
already strong set of forces making for 
the splintering of suburban govern- 
ments, as well as those scattering low- 
income houses over the rural parts of 
metropolitan areas. 

This is only one instance of the short- 
sighted response of many suburban 
communities to their growing financial 
troubles. Another example is the adop- 
tion of new forms of service fees and 
taxes—many of them regressive and ex- 
pensive to collect. Beyond these, how- 
ever, are three lines of attack that are 
beginning to be explored: (1) reorgan- 
ization of local government structure in 
metropolitan areas, possibly in some 
federal pattern; (2) more knowledge 
about the sizes and densities of urban 
localities that make for the most efficient 
or optimum provision of public services; 
and (3) more reliance on grants-in-aid 
and shared taxes from state and federal 
governments whose tax systems can tap 
revenue sources more effectively and 
more fairly. As these and other possible 
remedies are being examined, more 
people are coming to realize that sub- 
urban financial problems and those of 
the central cities are made essentially of 
the same cloth. It is almost impossible 
to deal effectively with one without 
affecting the other. This truth is under- 
scored by Hawley’s littke known but 
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pioneering study. It reached the con- 
clusion, among others, “. . . that the 
municipal government costs of metro- 
politan centers vary with the sizes of 
their satellite populations.” *° 


Whither Are We Drifting? 


In partial summary of this necessarily 
descriptive and rather loose-jointed 
article, I now try to say what I believe 
may happen to suburban communities in 
the near future if present trends con- 
tinue. On many points it is not my 
opinion of what ought to happen or 
what by intelligent public policy and 
planning might be made to happen. 

The population trends in metropolitan 
areas seem well established, for the 
short term at least. They seem likely to 
gain in momentum. Suburbanization 
will continue. Its most extreme form— 
growth in the rural rings—will become 
more rather than less significant. Com- 
mercial and industrial suburbanization 
also will continue—the former possibly 
more rapidly than the latter. 

The selective character of metro- 
politan population movements will be 
maintained in the near future. The 
central cities will become increasingly 
the place of residence of new arrivals in 
the metropolitan areas, of nonwhites, 
lower income workers, younger couples, 
and the elderly. The suburbs will be- 
come even more the residence of middle- 
income families and of those of the 
better paid workers, particularly those 
families in the middle stages of the 
family cycle. 

As the housing boom tapers or falls 
off, it will result in somewhat larger and 
better built houses. Some part of the 
postwar rash of too small houses will 
become one of the newer kinds of 
blighted areas cr slums. Proper facili- 
ties for water supply and sewage dis- 
posal will become increasingly serious 
problems. More intelligent discussion 
of local government problems may de- 


velop slowly but for some time at least 
it will lack the vigor to break through 
the traditional and sociopsychological 
barriers to effective remedial action. 

Socially and psychologically both the 
metropolitan and the suburban bodies 
politic will remain split up into groups 
and classes unable to communicate 
effectively, mutually suspicious, incapa- 
ble of defining their common interests, 
or of cooperating to realize them. Quite 
possibly an increasing number of people 
will see that suburbanization over the 
longer term is not an effective way to 
run away from the problems of modern 
urban life. Sooner or later most of the 
old problems show up again in one form 
or another and are often accompanied 
by other difficulties. Recognizing these 
facts may open the way for plans, poli- 
cies, and action to steer most kinds of 
suburbanization away from their present 
difficulties and toward more generally 
satisfactory forms of physical and social 
development. 
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Journal 25 Years Ago 


Perhaps nothing so well illustrates how the world has moved scientifically as 
the following statement taken from an article “Air Travel and Public Health” by 
Frederick L. Hoffman, LL.D., in the Journal of October, 1930. He suggests the 
-use of air facilities in reaching Fort Worth, the scene of the 59th Annual Meeting 
of the Association. In citing the beneficial effects of air travel along with its 
saving of time, the author says, “. . . From Birmingham, Ala., the Delta Air 
Service makes the trip to Fort Worth in 2 days of about 4 hours flying each day at 
a cost of $46. This is a wonderful trip full of interesting views. A short journey 
can be made from Tulsa, Okla., to Fort Worth, Tex., in about 4 hours at a cost of 
$17. ...Leaving Fort Worth at 8:55 in the morning, arriving at Brownsville at 
3:45 in the afternoon, leaving Brownsville next day at 8:15 in the morning one 
arrives at Mexico City at 1:45 p.m.” 

The present flying time from Birmingham to Fort Worth is two and a half 
hours, the fare is $42.60; from Fort Worth to Mexico City takes five and a half 
hours with one stop and a fare of $68.10; from Dallas to Mexico City nonstop 
takes four and a half hours. 

But one item in the article indicates a point of view that is even more true today 
than a quarter of a century ago, namely, the need to know and understand the 
activities going on among our neighbor Latin American countries. Says Dr. 
Hoffman, “Modern Mexico will astonish Americans who have never visited it. The 
developments in public health service during recent years have largely followed 
American lines of procedure. The new building of the Public Health Service in 
Mexico has nothing in America to outmatch it. The health officials are men of 
high standing in their profession, while everywhere one may meet physicians and 
surgeons of outstanding qualifications. There are some very admirable clinics in 
Mexico City worthy of a visit, while the historical attractions of the city and other 
parts of Mexico offer no end of opportunities, arousing the imagination and giving 
delight to the mind of searchers of the picturesque.” 
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The Role of the Vital Statistician 
in the Community as Evolved by 


W. Thurber Fales 


LOWELL J. REED, Ph.D., F.A.P.H.A. 


This is the first W. Thurber Fales 
Lecture. It is a warm but revealing 
biographical tribute of such wide 
appeal that many among us, and in 
all our various disciplines, will be 
indebted not only to the author but 
to the loyal group who planned and 
brought to fruition this memorial 
lecture series. 


I have the privilege of presenting 
the first lecture in a series that will be 
devoted to the memory of W. Thurber 
Fales. It is a privilege that I deeply 


appreciate because of my long associa- 


tion with Dr. Fales and my great regard 
for him. I am going to devote my talk 
to a consideration of Fales’s concept of 
the role of the vital statistician in the 
community, as this concept developed 
throughout his life. His perception with 
regard to the potentialities of this post 
in service to the community, as well as 
in personal satisfaction, may prove to be 
his greatest contribution to his chosen 
field. 

I shall approach the subject by a re- 
view of some of Fales’s specific activi- 
ties with which I am well acquainted 
rather than through a general discus- 
sion. The fact that he was a student of 
mine some thirty years ago and that in 
the subsequent years he and I worked as 
a team on many enterprises has given 
me real insight into some of his con- 
cepts. I am sure that he did not start 
his statistical career with these views 
fully organized, but I know also that 
toward the end of his career he had 
developed out of his own working ex- 
perience, specific ideas as to what a 


ll 


vital statistician could mean to the com- 
munity within which he lived and 
worked. If I can give you in my talk 
some impression of his vision, I shall 
have succeeded in what I wish to do. 

Fales was one of that rather small 
group of men who obtained a new point 
of view with regard to public health, 
through the course leading to the certifi- 
cate in public health offered for a short 
time at the Massachusetts Institute of 
Technology. The uniqueness of this 
educational effort is best reflected by the 
lives of the men who received this train- 
ing, and by their outstanding contri- 
butions to the health programs of this 
country. The experience made a deep 
impression on Fales, for it was there 
that he saw public health, not as tax- 
supported health activities, but as the 
health of the public, in the broadest 
sense. 

Through work on a sanitary survey of 
Framingham, Fales met Wade Hampton 
Frost, and in 1920 he came to the 
Hopkins School of Hygiene and Public 
Health as instructor and graduate stu- 
dent in epidemiology. He was the first 
student in the school to receive the de- 
gree of Doctor of Science with a major 
in epidemiology. Those of you who 
have had the privilege of being students 
of Dr. Frost’s have an appreciation of 
what this experience meant for Fales’s 
development. However, I should like to 
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emphasize that he entered this period of 
training with an unusually broad con- 
cept of the scope of public health, 
through his previous contact with the 
staff at the Massachusetts Institute of 
Technology. 

I first met Fales when he came to the 
School of Hygiene, and I enjoyed that 
relationship between teacher and student 
that can mean so much to both. It is 
interesting to recall that he showed at 
that time habits of work that stayed with 
him throughout life. His desk and 
brief case appeared to an observer to be 
a shambles, but when some point came 
up in the discussion requiring a par- 
ticular paper, Fales would squirrel 
down into the heap and come up with it 
without any visible hesitation. Many of 
you have had occasion to be impressed 
by his remarkable visual memory that 
not only made it possible for him to use 
such a unique filing system, but also 
enabled him to store within his mind a 
wealth of statistical material in such a 
form that he could pull out the right 
bit of information at the right time. 

After completing his work at the 
school, Fales went to Alabama as di- 
rector of the Bureau of Vital Statistics. 
I shall not attempt to review his work 
there except to call attention to certain 
things responsible for its success. Fales 
recognized from the outset the impor- 
tance of the registration of vital facts 
for the use of the individual, and at the 
same time he understood the way in 
which registered facts could be de- 
veloped into a useful body of vital sta- 
tistics. He brought to this second phase 
of the work a mind that was gifted in 
the problem of classification and thus 
brought a fresh approach to an old 
problem. 

In 1934, Fales returned to Baltimore 
as a member of the Statistics Section of 
the City Health Department, later be- 
coming its director, a post that he 
held until his death. Dr. Hunting- 
ton Williams had discussed possible 


candidates for the opening in the de- 
partment with Dr. Frost and me, and 
Dr. Fales also explored with us the 
potentialities of the position when it was 
offered him, for he saw the unusual 
opportunity ahead if it were possible for 
him to develop working relationships 
with the School of Hygiene. He came 
to the city, therefore, with an informal 
understanding that such cooperation 
would be developed, and his subsequent 
career illustrates the mutual benefits 
that can follow from a cooperative pro- 
gram between a city health department 
and a school of public health. 

In the early days in Baltimore Fales 
was struggling to clarify the field of 
action of the vital statistician in a broad 
sense, and we had many talks on the 
subject. He saw very clearly the regis- 
trar function and its value to the indi- 
vidual citizen. He saw the place of vital 
statistics in developing and extending 
our knowledge of disease, both from the 
clinical and the epidemiological point 
of view. He appreciated the adminis- 
trative use of vital statistics and the re- 
sponsibility of the statistician for sup- 
plying the health officer with current 
statistical information bearing on the 
conduct of the health department. But 
he also had the idea that vital statistics 
were vital and had relationship to such 
varied social programs as education, 
traffic provisions, housing, policing, and 
recreation. I remember that our discus- 
sions led to the conclusion that he was 
developing himself as a demographer, 
not in an academic sense, but as a prac- 
ticing demographer; a man who took 
the specific demographic information 
that he had for his community and 
brought it to bear on all of the com- 
munity problems. 

It was this concept that led him to 
obtain population tabulations for the 
City of Baltimore on the basis of 
enumeraticn districts and for the census 
of 1940 to work with the Bureau of the 
Census in the development of enumera- 
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tion districts that could most easily be 
correlated with those subareas that a city 
uses for administrative: purposes, such 
as school districts, police districts, 
voting districts, health districts, and so 
on. 

It took Fales some time to get this 
material into shape and to correlate it 
in a working fashion with the flow of 
births and deaths, the tabulation of 
which was the primary task of his 
division. When he once had this in- 
formation, however, he was the demog- 
rapher for the city, not through any- 
one giving him that title, but from the 
sheer force of the fact that he knew 
more about the population of Baltimore 
than anyone else. His real position in 
this field developed solely from working 
contacts. More and more people in 
various parts of the city government, 
and in social activities carried on under 
private auspices, came to know that 
Fales had information of value to them. 
He was completely unselfish in his ap- 
proach to these situations, and not only 
supplied these people with the demo- 
graphic material which they sought, 
but he worked with them in order that 
these data might obtain their greatest 
usefulness. I have seen many instances 
of reports and activities completely 
changed in form and direction through 
such working contact with Fales. As 
he became better known, an apprecia- 
tion of his value to the city developed 
throughout the city administration. At 
one time he was approached with the 
proposition that he become city statis- 
tician. It is mainly of importance to 
recall this episode because of his reason 
for rejecting this line of development. 
He felt that his effectiveness as an in- 
formal city statistician came from the 
fact that he had his fingers on the flow 
of vital material and that a close grasp 
on the knowledge of the population and 
its ebb and flow in terms of births and 
deaths was essential. 


I should like to make this phase of 


Fales’s career stand out a little more 
clearly by speaking of specific programs. 
On one occasion a number of years ago, 
when the school department had fallen 
seriously behind in its building pro- 
gram, the Board of Education presented 
to the city a report calling for the re- 
habilitation of the school system 
through the spending of a great many 
millions of dollars. This recommenda- 
tion faced the hard sledding that any 
such report encounters, and favorable 
action was blocked when a city council- 
man, thoroughly acquainted with the 
details of his own district, asked the 
school superintendent how he knew that 
a school of the proposed size was to be 
needed in that particular section. The 
report did not contain demographic in- 
formation, and no answer could be given 
to the question. Within the next year 
the Department of Education got in 
touch with Fales. As a result, the report 
was completely rewritten and described 
for the separate districts the current 
school needs, but what was more im- 
portant for the problem, it also de- 
veloped, through knowledge of the 
population and its changes, a school 
planning program for the future that 
could be well defended. 

Another activity in which Fales, in 
his quiet way, contributed to a major 
extent was the work of the Medical Care 
Committee of the State Planning Com- 
mission. He worked with this committee 
from the time of its organization but 
became most active when the subcom- 
mittee to review the medical care needs 
of the City of Baltimore was formed, 
with Fales as executive secretary and 
me as chairman. Before we called a 
meeting of the committee, Fales pre- 
pared an outline of the issues that would 
have to come up for consideration. 
After the experience of the subsequent 
years, I am sure he would have intre- 
duced some changes in this outline, but 
his first draft is an interesting document 


in showing the breadth of his approach 
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to the problem and the orderliness of his 
thinking. I am going to read the major 
headings so that you may appreciate his 
approach, and include in an appendix to 
this paper the full outline. The major 
topics were: 


Population 

Estimates of illness 

Facilities fo. medical care 

Distribution of sickness load 

Adequacy or inadequacy of facilities to 
meet needs 

Financial problems involved 

Some outstanding medical problems 

Possible solutions. 


As the work of the committee de- 
veloped, we built up a systematic set of 
facts bearing on the broad problem of 
medical care. We intended to publish 
a volume containing our statistical 
material, but this was not completed 
because Fales and I both became heavily 
engaged in consultant work in connec- 
tion with the war and later intensely 
occupied with work on the President’s 
Commission on the Health Needs of the 
Nation. It is now unnecessary to do so, 
for most of our ideas and many of our 
statistical facts are included in Volume 
IV, the statistical report of the Presi- 
dent’s Commission. I am more con- 
cerned here with Fales’s work on the 
problem, and this is illustrated by many 
of the memoranda in my file of the work 
of the Baltimore committee. To keep 
the committee from being swamped with 
statistical material, Fales prepared di- 
gests from time to time. I shall include 
in the appendix one of these digests, for 
it is only through detailed examination 
of the material that you can appreciate 
Fales’s eftectiveness in this line of work. 

Fales and I worked as a team on more 
enterprises of this nature than I can re- 
member. As I looked through my files 
in connection with the present review, 
records of activities turned up that I 
had completely forgotten. One of these 
was the report we prepared for the 
Surgeon General of the Navy during the 
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war. This document was not generally 
distributed, although it actually has 
general application. In it we tried to 
show how vital statistics can come alive 
in the administration of large affairs. It 
contains many ideas with regard to the 
place of the statistician in operations. 

Another joint endeavor that gave both 
of us great satisfaction was working on 
the committee appointed by the Surgeon 
General of the Public Health Service to 
deal with the questions of classification 
arising from a consideration of joint 
causes of death. It was out of the work 
of this committee, assisted by consult- 
ants from other nations, that the present 
international list of causes of morbidity 
and mortality was developed. Fales 
showed his uniqueness in this work, for 
he not only contributed through his 
great knowledge of the subject, but his 
spirit of cooperation and the friendly 
way in which he worked with everyone 
were major factors in helping the com- 
mittee to resolve differences of opinion 
that at times rose to such heights as to 
threaten the enterprise itself. 

My last working contact with Fales 
was in connection with the activities of 
the President’s Commission on Health, 
which I mentioned earlier. Here we 
enjoyed to the full that spirit of team- 
work that had given us both so much 
satisfaction over the years. Although 
he was suffering at the time from the 
malady that caused his death, he worked 
as intensely as ever and drove himself 
without sparing. His contributions to 
this activity, as with so many of the 
things he did throughout life, were made 
in such a way that he will never be given 
the appropriate amount of credit. 

I have given this discussion of some 
of Fales’s work, as I saw it firsthand, 
in the hope that I might make it clear 
to you that he had a broad but very 
real and specific idea as to what a city 
vital statistician might be. He interested 
himself in a very wide variety of social 
problems, and although he engaged in 
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activities at the city, state, national, and 
international level, he always held 
clearly in his mind that the force of his 
contribution to the problem came from 
his knowledge of vital statistics and from 
his ability to apply this knowledge to the 
problem at hand. I feel sure that any 
tcained vital statistician who can get his 
concept of the power that comes from 
knowing more about the population and 
its flow of births, deaths, and migration 
than anyone else in the area can carve 
out for himself a career as interesting 
and valuable as Fales’s. 

The qualities of mind and character 
which helped Fales to realize so fully 
the potentialities of this concept in his 
own career were described by his col- 
leagues at the Hopkins School of Hy- 
giene in a minute prepared at the time 


of his death. I am going to close my 
rather personal account of Fales’s work 
by quoting from this minute. 


Dr. Fales became known the world over for 
his mastery of the strengths and weaknesses 
of routine record-keeping systems, of the 
classifications of causes of mortality and mor- 
bidity, and of the role which a bureau of 
vital statistics should play in planning for 
the future development of a community. He 
combined outstanding ability as an adminis- 
trator of an operating agency with a great 
fund of knowledge and experience, and a 
continued activity in research. 

As a colleague he was modest and cheerful; 
he could scarcely bring himself to say an 
unkind word about anyone, and if something 
critical or derogatory had to be said, Dr. Fales 
would express himself with the greatest deli- 
cacy. He was the kind of man to whom 
people turn for help and advice, and he gave 
this generously even when under a heavy 
pressure of work. 


APPENDIX 
Outline for Study of Medical Care Situation in Baltimore City 


A. Population 
Composition 
Race, age, income, size of family, 
geographic distribution 
Trends 
Changing age composition—increase 
in persons over 65 
Increase in Negro component 


B. Estimates of Illness 

Amount and distribution 
Race, sex, age, income 
Causes of illness and disability 
Geographic distribution 

Source of data—Eastern Health District 
studies, other studies 

Selective Service examinations 


C. Facilities for Medical Care 

Physicians 
Number and distribution 
General practitioners—specialists 
Trend 

Dispensaries—outpatient departments 
General and special 

Health Department clinics 
Venereal disease—tuberculosis 
Prenatal—well baby clinics 
Immunization clinics 

Other health clinics 
Babies’ Milk Fund 
Industrial 


Hospitals 
Public 
Baltimore City Hospitals 
Sydenham 
Private 
General— special 
Full-paid, part-paid, ward 
Laboratory and x-ray facilities, ete. 


D. Distribution of Sickness Load 


E. Adequacy or Inadequacy of Facilities to 
Meet Needs 


F. Financial Problems Involved 
Costs of services 
Individual 
Institutions 
Public participation 
Hospital insurance 


G. Some Outstanding Medical Problems 
Domiciliary care 
Dental care 
Convalescent care 
Home 
Institutional 
Correction of remedial defects 
Treatment of chronic syphilis 
Hospitalization and home care of 
chronics 


H. Possible Solutions 
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High Spots of Factual Data 


Population 
Baltimore—stable community—moderate growth—no boom 


Racial composition: 19.3 per cent Negro 
Can expect proportion of Negroes to increase gradually. Educational opportunities 
in city better for Negroes than in rural areas. 


Geographical distribution: Central area of city around downtown commercial district 
characterized by high population densities, substandard housing, low economic status, 
high and increasing percentage of Negro population. 

Total population decreasing for most part. 


Outlying section—characterized by low densities, population growth, steep. 


City made up of many population aggregates or neighborhoods, often with own 
shopping center. 


Age composition: Population older—Proportion over 45 years of age increased from 20.5 
per cent in 1910 to 26.5 per cent in 1940. Proportion over 65 years increased from 
4.2 per cent in 1910 to 6.8 per cent in 1940. 


Aging more pronounced for white than Negroes. 


Percentage of population over 45 years 


White Negro 
1910 17.7 18.0 
1940 25.5 21.3 


Family composition: 
230,000 families in Baltimore 
70 per cent are natural family—husband and wife, with or without children 
14 per cent, either wife or husband dead 
Families with father dead four times as frequent as those with mother dead 
11 per cent of Negro families have female head 


Income distribution—prewar 
Distribution of income of wage earning population similar to that for cities with 
100,000-1,500,000 population. 


Per cent of families with less than specified income 


Baltimore * Cities 100,000-1,500,000 population 
(1940 Census) (1936 Nat. Res. Sources) 
Income less 

than T W Cc T Ww Cc 

$2,000 67.3 62.5 90.5 66.5 63.2 93.6 

2,500 79.5 76.1 95.1 78.9 76.3 97.9 

3,000 86.5 84.3 97.2 86.0 84.3 98.9 

5,000 96.5 95.9 99.5 95.4 94.6 99.0 


* Note: Based on 184,080 families of which 176,040 families had wage or salary workers only. 
Excludes 40,360 families with no wage or salary income, 21,460 of these had no person 
in labor force. The head of family in 10,830 of these was in professional, semi- 
professional, or proprietor class. 

Income level varies with economic conditions—Proportion of families with income 
under $2,000 always large. 


. 
i 
| 
ie 4 
4 
‘a 
by 
fi 4 


ROLE OF THE VITAL STATISTICIAN VOL. 45 17 


Estimates of sickness 
Amount of illness depends on definition 
Broadly any departure from well being 
Nondisabling—disabling illnesses 
Ambulatory cases—bed cases—hospital cases—institutional cases. 


Estimates can be made only from population surveys—not from physician's or hospital 
records 
¢ C.C.M.C. studies—Eastern Health District Morbidity Study 
Amount depends upon frequency of visiting. 
Estimates of illness in Baltimore 
All illnesses—1 case per person per year 


General Facts 
A. Cases of illness in Baltimore 

Roughly there are 1,000,000 cases of illness in Baltimore each year. This is equivalent 
te one illness per person per year. 

One-half of these illnesses are disabling, i.e., prevent the person from carrying on his 
usual activity. 

One-half of these illnesses are nondisabling. 

The incidence of illness is greatest in the very young; lowest during adolescence; 
increases rapidly after 40 years of age. 

Except during the first few years of life sickness rates are higher for females than 
for males. 

Roughly two-fifths of all illness and of disabling illness are due to minor respiratory 
diseases. 

Chronic disease is present in persons of both sexes at all ages, but increases in 
proportion after the age of 30. 

Twenty per cent of the population over 40 years of age have a known chronic disease. 
Among persons 60 years of age or over, from 40 to 60 per cent suffer from a chronic disease. 


B. Days of illness 

Disabled sick days 

There are 15 disabled sick days per person per year or on the average every person 
in Baltimore is unable to pursue his usual activities for 15 days each year because of 


sickness. 
One-third of these are accounted for by persons disabled throughout the year. 


Bed sick days 


5 sick days per person per year are spent in bed. 
1 sick day per year spent in hospital 
1 sick day per year spent in an institution 
3 sick days per year spent in bed at home 
Sick days due to chronic disease in persons over 40 years of age: 
The 20 per cent of the population 40 years of age and over who have a chronic 
disease account for 


72.3 per cent of the disabled sick days in the population of this age 

72.0 per cent of the bed sick days in the population of this age 

83.3 per cent of the hospital (including institutional) sick days in the population 
of this age. 


C. Hospital facilities of Baltimore 


General hospitals 
In 1940, there were 5,371 beds in general hospitals having AMA approval. 

73.4 per cent of these were utilized by residents of Baltimore City. 

For Baltimore residents there were 4.6 beds per 1,000 population. 

Ratio for white population 3.9, for Negroes 5.4. 

90 hospital admissions per 1,000 population per year. 

935,317 hospital sick days (Baltimore residents) or 1.088 hospital sick days per 
person per year. 
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Bed distribution 
Approximate racial and sex distribution of hospital beds, 1945. 


(73 per cent utilized by residents of Baltimore) 


‘ White Colored Tetal 
Male or female 1,200 104 1,304 
j Adult male 1,07 412 1,482 
Adult female 1,538 495 2,033 
4 Children 380 144 524 
4,188 1,155 5,343 
ne Estimated beds for 
3 Baltimore residents 2,939 976 3,925 
Z Per cent available for 
Baltimore residents 70.2 84.5 73.4 


Of the beds utilized by Baltimore residents, 24.9 per cent of hospital beds are available 
for colored; 19.4 per cent of populatior colored. Approximately 24 per cent of deaths in 
hospital, colored. 


9.8 per cent of hospital beds allocated to children; 
13.3 per cent of population under 10 years of age, 
21.2 per cent under 15 years of age. 


Type of accommodation: 1945 


Rooms with Number of beds Per cent 
1 bed 1,153 21.6 
2 beds 714 13.4 
2 or 4 beds 464 8.7 
5, 6, or 7 beds 108 2.0 
8 or more beds 1,241 23.2 
Cubicles 
Completely divided 98 1.8 
Partially divided 1,565 29.3 
5,343 100.0 
Special hospitals 
Per cent 
Average Number of Baltimore 
Beds census admissions residents 
Communicable diseases 
Sydenham Hospital 110 54 1,211 86.0 
Eye, ear, nose, and throat 60 40 2,823 85.3 
Baltimore E.E.N.T. 
Presbyterian E.E.N.T. 40 8 1,805 79.5 
Orthopedic 
Children’s Hospital School 130 98 346 34.2 
Kernan Hospital 130 75 195 39.6 
Tuberculosis 
Baltimore City Hospitals 280 263 371 100.0 
State sanatoria 1,071 1,013 1,299 51.4 
Private sanatoria 216 242 263 66.1 
Convalescent 
Happy Hills Convalescent 
Home 80 71 308 84.6 
Mental and nervous 
State 6,702 6,308 1,618 54.6 


Private 979 942 656 na. 
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D. Outpatient service 
Location: 
All buf one located south of North Avenue. 
Geographical distribution of patients: 
Patients live principally in immediate neighborhood. 


The Johns Hopkins Hospital Dispensaries draw most heavily from immediate neigh- 
borhood, with considerable numbers from entire eastern section of city, very little from 
western section of city. 


University Hospital Dispensaries draw largely from immediate neighborhood, with 
appreciable numbers from other section of west Baltimore, especially heavy Negro popula- 
tion north of central business district. 


Volume of service 


Visits per 
Number of visits 1,000 population 
1930 510,263 633 
1940 621,109 722 


Trend: 
No clearly defined trends. Number of visits fluctuate widely for individual dispen- 
saries. No standardization of service. 


Hospital superintendents usually apologetic of dispensary service and are anxious to 
improve service. 


E. Baltimore City Health Department 

General and specific functions summarized for committee meeting of November 20, 1945. 

Provides many preventive, health maintenance, diagnostic and therapeutic services, 
including the maintenance of a communicable disease hospital with an extern service for 
cases not hospitalized; cooperates with physicians and hospitals in the integration of 
these services with other medical care services of the community; carries out investiga- 
tions of epidemiological, laboratory, and statistical nature as to the occurrence and dis- 
tribution of infectious, occupational, and other diseases, causes of death, health hazards 
and of means of control or reduction; conducts for the public, in cooperation with the 
medical profession, health information service for the dissemination of accurate knowledge 
on the prevention and control of disease and other health hazards. 


Services to population largely decentralized, through health districts, neighborhood 
health centers, schools, and clinics, generalized public health nursing service. Planning 
and direction of services under full-time medice! and other professional personnel, clinical 
work of clinics is conducted largely by part-time contract physicians. 


F. Physicians of Baltimore City 


Trend: 

Physicians limiting practice to specialty have increased rapidly in 20 years: 1921— 
197; 1931—365; 1940—514. 

Ratio to population: 1921—1:3778; 1931—1:2223; 1940—1:1661. 

Other active physicians (general practitioners and physicians with partial specializa- 
tion and excluding physicians less than 3 years out of medical school) : 1921—997; 1931— 
921; 1940—926. 

Ratio te population: 1921—1:747; 1931—1:881; 1940—1:909. 


Geographic distribution: 

Specialists—definite concentrations especially in Medical Arts, St. Paul and Calvert 
Streets, and Hopkins Areas. 

General practitioners—Widely distributed. 


Physicians in active practice: 1940 
Specialists 514 or 35.7 per cent 
Nonspecialist 926 or 64.3 per cent 
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Hospital affiliation—general practitioner (based on sample of 515 nonspecialists) 
Hospital and physician state physician has 

Hospital appointment 56.1 per cent * 

No hospital appointment 21.2 per cent 


Hospital and physician’s statements do not agree 
Hospital only indicates appointment, 12.4 per cent 
Physician only indicates appointment, 10.3 per cent 


Services of physicians: 1942 


Services per person 


Total In office In hospital At home 
All physicians 6.17 4.19 0.65 1.33 
White male physicians 
General practice 3.38 2.33 0.17 0.88 
Limited to specialty 2.27 1.50 0.43 0.34 
Negro male physicians 0.40 0.28 0.03 0.09 
All female physicians 0.12 0.08 0.03 0.91 


Percentage distribution of patient load 


Office Hospital Home 
White male physicians 
General practice 68.9 5.0 26.1 
Limited to specialty 
Internal medicine 64.5 13.1 22.4 
Surgery 67.3 22.7 10.0 
Obstetrics and gynecology 65.9 25.9 8.2 
Pediatrics 4.0 12.9 43.1 
Ophthalmology and 
Otorhinolaryngology 82.0 15.5 2.4 
Neurology and psychiatry 64.5 22.6 13.9 
Negro male physicians 69.8 6.3 23.9 
All female physicians 63.2 23.4 9.4 
Medica: attendant of births Medical attendant at death 
Born in hospital 85.7 per cent Died in hospital 49.6 per cent 
Born at home Died at home 
Attendant with Specialist 6.5 per cent 
Hospital appointment 10.2 per cent General practitioner with 
No hospital appointment 4.1 per cent Hospital appointment 31.3 per cent 


No hospital appointment 12.6 per cent 


General practitioner with no hospital affiliation most active in attending colored patients 
and white persons living in census tracts with a median rental of $20-24 per month. 

General practitioners with hospital affiliation utilize laboratory facilities of city health 
department more extensively and withdraw more biologicals for preventive and therapeutic 
purposes than those with no hospital affiliation. 


Evaluation of a Health 
ANDIE L. KNUTSON, Ph.D., F.A.P.H.A.., 


By-products immediately useful in 
altering the design of a going pro- 
gram may accrue to long-range 
measurements of achievement. 


§$ The term “evaluation” has been used 
to cover a variety of activities. A 
sharper definition of the concept seems 
desirable. As a point of departure for 
this discussion we have chosen a gen- 
erally accepted definition of evaluation. 
We mean by. evaluation the process of 
determining the worth or value of some- 
thing relative to a given purpose or ob- 
jective. In this paper we shall attempt 
to differentiate between two types of 
evaluation which are now used in assess- 
ing program progress and achievement. 

Each of us is constantly making eval- 
uations in our daily lives, judging the 
worth of ideas against the background 
of our knowledge and _ experiences, 
weighing the pros and cons in argument, 
and selecting from among alternative 
courses of action. Both in cur personal 
as well as in our professional roles, we 
frequently make decisions on the basis 
of armchair judgment without adequate 
consideration of facts that may be avail- 
able or from information that could be 
secured. 

In program activities, the quality of 
the decisions we make determines in 
large measure the effectiveness of our 
efforts. Sound decisions are possible 
only if based on the best information 
available. We have discussed elsewhere 
the importance of adequate exploration 
and fact-finding as a basis for making 
sound decisions about program goals 
and methods.'* The more we know 
about a situation, the better we under- 
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stand ‘the problem; the more insight we 
have into the reasoning and behavior of 
the people concerned—thvir past experi- 
ences, their present attitudes, and their 
ways of life—the more likely we are to 
make good initial decisions about the 
program and its operation. The worth of 
our decisions will depend in part on 
whether we have asked ourselves the 
right questions and recognized the 
significance of the relevant variables. 
This means differentiating fact from 
opinion, reliable data from guesswork, 
and assumptions and hypotheses from 
knowledge and principles that have been 
firmly established. In this sense, pro- 
gram evaluation is a continuous process 
beginning even before program plans 
are formulated. The soundness of each 
program decision will depend in large 
measure on our ability to assemble and 
to evaluate properly various kinds of in- 
formation that can be utilized in de- 
cision making. 

The primary purpose of evaluation is 
to provide valid estimates of effective- 
ness in achieving specific objectives. We 
would recognize also a second purpose— 
to provide guidance in carrying out 
program activities. To achieve both 
purposes, two types of evaluation are 


Dr. Knutson is chief, Behavioral Studies, 
Division of General Health Services, Public 
Health Service, U. S. Department of Health, 
Education, and Welfare, Washington, D. C.; 
and Dr. Shimberg is with the Educational 
Testing Service, Princeton, N. J. 

This paper was presented before a Joint 
Session of the Dental Health, Food and 
Nutrition, Health Officers, Public Health Edu- 
cation, Public Hea!th Nursing, School Health, 
and Statistics Sections of the American Public 
Health Association at the Eighty-second An- 
= Meeting in Buffalo, N. Y., October 12, 
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needed: the measurement of program 
achievement and program progress. 

A logical division of any program ob- 
jective into specific goals and subgoals 
identifies intermediate steps which need 
to be taken in order to achieve the ulti- 
mate objective. For example, if the 
over-all objective of the progranr is to 
control tuberculosis in the community, 
the intermediate goals may be to find 
active cases of tuberculosis, to get such 
cases under treatment, etc. To extend 
this analysis a step further, subgoals 
may include reaching agreement on the 
philosophy or broad approaches to be 
followed and achieving understanding 
and agreement on cooperative relation- 
ships. 

In assessing program achievement, 
concrete and valid evidence must be ob- 
tained on the degree to which the pro- 
gram has attained its stated objective. 
Obviously, such evaluation can be car- 
ried out only after the program has been 
in operation long enough to permit 
measurement of final achievement. The 
plans for such evaluation, however, must 
be set up while the program itself is in 
the planning stage. This is necessary to 
assure that the measures of program 
achievement relate to real objectives and 
to objectives agreed upon at the begin- 
ning rather than to post hoc objectives. 
The participation of those responsible 
for evaluation in program planning will 
help to assure that these objectives are 
defined in a manner precise enough to 
permit measurement and that the cri- 
teria decided upon are valid and accept- 
able to all concerned. Sound evaluation 
studies of program achievement are 
essential if we are ever to know whether 
or not we are attaining the goal for 
which we strive. The public, too, has a 
right to know whether our efforts and 
money are well spent. 

Concrete and valid evidence of the 
achievement of specific health goals is 
frequently most difficult to obtain. Many 
of our objectives are broad and difficult 


to measure. Often our programs are 
planned to produce long-range effects 
so that observable results are not to be 
expected until the program has been in 
operation for several years. Frequently, 
there are a multiplicity of factors be- 
yond our control which may influence 
the outcome of the health program so 
that it is next to impossible to establish 
the success of a given program inde- 
pendently of other programs. Recog- 
nition of these difficulties in evaluating 
program achievement does not depre- 
cate its importance. With careful plan- 
ning, more precise definition of goals, 
and more rigid specification of the 
criteria of program success, we can go 
considerably beyond where we now are 
in evaluating the achievement of health 
education—providing, of course, we ob- 
tain adequate base lines and have the 
patience to wait until the program has 
been in operation for a reasonable 
period of time. 

The evaluation of program progress is 
directed toward providing guidance for 
program activity. This type of evalua- 
tion has several advantages over evalua- 
tion of program achievement: it can be 
done in smaller units—instead of evalu- 
ating an entire program, it is concerned 
with some smaller segment of the pro- 
gram. It requires less of an investment 
in time or personnel at any given 
moment. It yields usable results at a 
time that they are needed and it helps 
to increase the likelihood that the pro- 
gram will be effective. 

Such evaluation calls for gathering 
objective data to guide decision making 
in each phase of program develop- 
ment and operation. The purpose of 
gathering data is to help us check on 
the soundness of devisions made, or 
actions taken, and to provide a sound 
basis for future decisions and actions. 
For example, we may seek to communi- 
cate some message to a person. If we 
ask him to tell us in his own words, or 
to demonstrate for us what we have 
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tried to explain, we may discover we 
have not communicated successfully. 
Discussion with him may identify diffi- 
culties and possible solutions which 
could then be tested in action. Within 
the field of communication, evaluation 
of this type is often called pretesting. It 
may include the checking of the reada- 
bility of written material by some of the 
standard formulas; it may involve inter- 
views with a sample of the intended 
audience to determine their understand- 
ing and comprehension of a message; it 
may take the form of observation or 
tests to ascertain whether people can 
carry out the procedures suggested. 

When the pretest reveals weaknesses 
in methods or materials it is often pos- 
sible to ascertain from the respondents 
the sources of difficulty and ways of 
overcoming these difficulties. Such fact- 
finding and exploration in the course of 
pretesting methods or materials already 
prepared often makes it possible to ob- 
tain new information or insights which 
may contribute to future planning. The 
pretest therefore serves an important ex- 
ploratory role in the planning of future 
program steps while checking steps 
already taken. 

Anyone who has ventured to try out 
preliminary materials on a_ target 
audience can relate countless anecdotes 
about the things he found out from talk- 
ing to people. Quite often it comes as 
a rude awakening to discover that words 
do not always convey the meaning in- 
tended—that pictures and symbols lend 
themselves to unexpected interpretations. 
At times we may fail to communicate 
with even the better educated members 
of the audience. Some of us who were 
pretesting a booklet about sanitation 
were surprised to discover that each of 
seven professional workers in a local 
health department interpreted a_pic- 
torial map differently—and that not one 
of them interpreted it the way its creater 
had intended it to be understood. 

Examples could be multiplied many 


times over, for new illustrations are 
born each time a program or program 
materials are subjected to this form of 
evaluation. Step-by-step or day-to-day 
check-ups help insure that each new 
phase of the program will accomplish its 
intended purpose and that each phase is 
built on the positive achievement of the 
preceding phases. It helps to avoid 
some of the distress and disappointment 
which we experience when we discover, 
too late, that an essential ingredient of 
our program has failed to produce the 
expected results and that, consequently, 
subsequent steps were of no avail. 

We have dwelt at some length in the 
discussion of the purposes of evaluating 
health education and in distinguishing 
between the evaluation of program 
progress and program achievement be- 
cause some clarification along these 
lines will be helpful in the present dis- 
cussion. Both types of evaluation are 
currently being applied in health educa- 
tion and are contributing to program 
improvement. More and better applica- 
tions of both are needed. It would be 
folly to imply, however, that the distine- 
tion between evaluation of progress and 
evaluation of achievement is as clear in 
practice as it may seem on _ paper. 
Although either kind of evaluation can 
be applied independently of the other, 
both types may be applied concurrently, 
even within the same study. Whenever 
a program is being assessed efforts may 
be made to identify ways of improve- 
ment at the same time as measures of 
achievement are made. 

Such a situation occurred when the 
National American Red Cross asked the 
assistance of the Educational Testing 
Service in evaluating the effectiveness 
of television as a medium for teaching 
home nursing. The primary purpose of 
this evaluation was to provide date 
necessary for deciding whether or not 
to use television for this purpose. It 
was recognized, however, that in the 
process of collecting the necessary data 
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for evaluation, it would also be possible 
to obtain information useful in strength- 
ening the course of instruction itself and 
to identify special problems that should 
be considered in giving such instruction 
by television. Thus, while the primary 
purpose of evaluation was measuring 
program achievement, an opportunity 
was also provided to collect other in- 
formation useful for planning future 
courses in home nursing. 

Other studies on the use of television 
for instructional purposes had indicated 
that this medium is effective in trans- 
mitting certain types of information, but 
evidence was lacking on these questions: 
Would adults, viewing a television 
course on home nursing voluntarily, 
acquire adequate knowledge and under- 
standing of the facts and principles 
taught in the course? Could television 
also teach them such skills as those in- 
volved in home nursing? 

The Red Cross had arranged through 
the University of Houston School of 
Nursing to try out its home nursing 
course on television over Station KUHT, 
the educational television station oper- 
ated by the University of Houston. They 
hoped to find out from this experiment 
how television teaching by itself and 
television teaching, plus some supervised 
practice, compared with the conventional 
classroom method. 

Three comparison groups were used 
in the study. One group of about 200 
students received all of its instruction 
through television. Another group of 
similar size was taught through tele- 
vision and, in addition, spent about one 
hour a week in organized practice ses- 
sions. The third group, in Oklahoma 
City, took the standard home nursing 
course without the use of television. 
These women met twice a week for a 
two-hour class period and were taught 
the same material as the television 
groups. The television programs were 
telecast from 8:30 to 9:00 on Tuesday 
and Thursday evenings. There were 13 


such programs. The practice sessions 
were held on Wednesday in neighbor- 
hood practice centers—which had been 
set up in schools, churches, etc. Only 
these who viewed eight or more, pro- 
grams were included in the study sample. 

In order to measure knowledge and 
understanding of the facts and principles 
taught in the course, a multiple-choice 
written test was developed on the basis 
of the program objectives set forth by 
the Red Cross. Standardized per- 
formance tests were developed to meas- 
ure the students’ abilities to carry out 
certain of the procedures taught in the 
course. These included such tasks as 
thermometer reading, thermometer 
cleansing, filling a hot water bag, mov- 
ing a patient, and disposing of contam- 
inated waste. Students took the tests 
before receiving instruction and again 
after completing the course. The method 
of analysis of covariance was used to 
adjust for the relatively small differences 
in performance and vocabulary existing 
between the three groups prior to in- 
struction. 

It may be of interest that the evalua- 
tion was done almost entirely by volun- 
teers recruited in the community. In 
Houston the director of testing and 
counseling at the University of Houston 
and eight graduate students adminis- 
tered the written tests and supervised 
the 20 Red Cross volunteers who had 
been trained to give the individual per- 
formance tests. In Oklahoma City five 
graduate students from the University of 
Oklahoma at Norman and some 60 Red 
Cross volunteers cooperated to test 
nearly 300 women in two days. 

The measurement of program achieve- 
ment revealed little difference among 
the three groups and provided indica- 
tions of the over-all effect of the present 
home nursing course. For example, the 
analysis of results on the written test 
revealed that all three groups learned 
about the same amount, regardless of 
the method of instruction. On the per- 


hy: 
“a4 


HEALTH EDUCATION PROGRAM EVALUATION VOL. 45 25 


formance test, the classroom group did 
a little better than either of the television 
groups. The difference was reliable 
statistically, but too small to be con- 
sidered of great practical significance. 
There was no difference on the over-all 
performance test score between those 
who had received instruction by tele- 
vision only and those who had, in addi- 
tion, participated in practice sessions. 
The group trained by television only 
seems to have gained more than the 
classroom group in proportion to the 
amount of time spent receiving instruc- 
tion. The average television student 
spent between five and six hours in 
front of the TV set, while the average 
classroom student spent 11 or 12 hours 
in class. These findings suggest that 
in situations comparable to those found 
in Houston television can be used to 
teach home nursing and results may be 
expected to compare favorably with the 
results of conventional methods of in- 
struction. Thus, the evaluation of 
achievement showed that the teaching 
of home nursing by television under 
these conditions was in general as 
effective as teaching in the classroom.‘ 
Additional data useful in planning 
program improvement were obtained 
from an analysis of the test results and 
through the use of a questionnaire com- 
pleted by the student. An analysis of 
written and performance tests taken at 
the beginning of the course gave some 
indications of the level of knowledge 
and skill existant before the instruction 
began. The post-test helped to identify 
areas in which little or no improvement 
was made. Specific analysis of such re- 
sults in relation to course content helped 
to identify sources of difficulty. For 
example, it was found that even after 
they had completed the course, between 
40 and 50 per cent of the women could 
not read a clinical thermometer accu- 
rately within the limit of error allowed 
—which was two-tenths of a degree. 
This was true of the classroom group, 


as weil as the television group which 
had received practice. The TV-only 
group showed no improvement at all on 
this item; in fact, there was a slight 
drop. 

We are not sure why over 40 per 
cent of the students were unable to read 
the thermometer correctly. Further 
study is clearly needed on this point. 
We might ask: Do women miss this item 
because of poor eyesight? Are they un- 
able to cope with decimals? Are they 
careless? Does the instruction confuse 
some people? Do they lose confi- 
dence? Do they consider this skill un- 
important and unnecessary to them? Or 
are there other factors at work of which 
we are not even aware? We also might 
ask: What are the implications for 
medicine and public health in the fact 
that about half the women in a group 
such as this are reading and recording 
temperatures incorrectly? Even after 
completing a course which emphasizes 
the importance of correctly reading and 
recording temperatures in home care of 
the sick, four out of 10 women had still 
failed to master this skill. 

It might be added, parenthetically, 
that this finding underscores the im- 
portance of using actual performance 
measures rather than relying on verbal 
responses only. A few years ago, the 
U. S. Department of Agriculture made 
a rather comprehensive study of the 
effectiveness of television in teaching 
improved sewing practices to house- 
wives in Washington, D. C.° However, 
instead of a performance measure, the 
criterion was the student’s own estimate 
of what she had learned. If we had 
asked the women in the Red Cross study 
whether they could read a thermometer 
correctly, many if not most of those who 
failed this item on a performance test 
probably would have answered affirma- 
tively. Some of them would have 
answered this way to save face, knowing 
that they had been taught how to read 
the thermometer and that they would 
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be confessing ignorance if they admitted 
not having learned. On the other hand, 
others might have answered affirma- 
tively, honestly believing that they could 
read the thermometer correctly, not 
realizing, perhaps, that they had not 
adequately mastered this skill. 

In addition to helping locate problems 
related to course content, the test results 
also helped to identify problems relating 
to method. It will be recalled, for ex- 
ample, that there was no difference in 
the total score on the performance test 
between those who had attended practice 
sessions and those who had not done so. 
This result suggested that practice ses- 
sions. as they had been set up in Hous- 
ton, contributed little if anything to the 
students’ abilities to perform the pro- 
cedures that were sampled in the per- 
formance test. Responses to the ques- 
tionnaire, however, showed that most 
students considered them helpful ad- 
juncts to the course and suggested 
specific ways of improving these ses- 
sions. Although students who had 
attended four or more practice sessions 
were unanimous in recommending that 
their friends take the course by tele- 
vision plus practice, we must conclude 
that if the primary aim of the practice 
sessions was to increase proficiency, 
they did not adequately fulfill their func- 
tion. This calls attention to the need 
for further experimentation to find ways 
of making these sessions more effective, 
if they are to be retained as part of the 
program. 

Since relatively little is known about 
problems involved in teaching adults by 
television, part of the questionnaire was 
focused in this direction. It was found, 
for example, that the time 8:30 to 9:00 
P.M., which is considered by television 
people to be highly desirable time, was 
unsatisfactory for many in the group 
toward which the program was directed 
since the program conflicted with pop- 
ular entertainment programs of interest 
to others in the family. Many women 


suggested that a morning or early after- 
noon time would have been preferable. 

Many students thought that the course 
ran for too long a period of time and 
recommended that programs be pre- 
sented more frequently so that the 
essential material might be covered in a 
month instead of in seven weeks. They 
suggested that a course outline or study 
guide be made available so that they 
could keep up with the group if they 
missed a program. They also pointed 
out that a guide would serve as a useful 
source for reference and review. 

Some useful insights about the focus 
and content of the course were also de- 
rived from free responses on the ques- 
tionnaire. When students were invited 
to suggest topics they thought should 
have been covered many of the re- 
sponses indicated that some women had 
failed to see the implications of the 
training for themselves or in relation to 
problems they were facing with their 
own families. For example, some women 
suggested that more time be spent on 
symptoms of illness and care of the sick 
child. While it is true that the principles 
and practices covered in the course 
apply to the sick child as well as to the 
sick adult, this was apparently not per- 
ceived by some viewers. As these sug- 
gestions and observations coming from 
the respondents are applied in planning 
programs in the future, these programs 
will tie in more closely with the patterns 
of reasoning and behavior of the audi- 
ence. Then observers will more readily 
be able to identify the information and 
principles presented as applying to their 
individual situations. 


Summary 


We have defined evaluation as “the 
process of determining the worth or 
value of something relative to a given 
purpose.” In this sense, program evalu- 
ation is a continuous process beginning 
even before program plans are formu- 
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lated. Its purposes are to provide valid 
estimates of effectiveness in achieving 
specific objectives and to provide 
guidance in carrying out program activi- 
ties. To achieve both purposes, two 
types of evaluation are needed: measure- 
ment of program achievement and pro- 
gram progress. Although either kind of 
evaluation can be applied independently 
of the other, both may be applied con- 
currently, even within the same study. 
We have attempted to illustrate this 
in discussing a study of the effectiveness 
of television as used by the National 
American Red Cross in teaching home 
nursing. The findings of this study sug- 
gest that the teaching of home nursing 
by television under the conditions de- 
scribed was in general as effective as 


classroom teaching. By including in the 
study of program achievement some ap- 
proaches to yield information on pro- 
gram progress many useful suggestions 
for program improvements were ob- 


tained. 
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It was inevitable that an attempt would be made to apply the methods of the 
natural sciences to human affairs. Chemical and physical approaches to the subtle 
problems of living matter—once considered dominated by mysterious “vital 
forces”—had striking and promising successes. It was wholly natural to attempt 
to apply similar analytical and quantitative techniques to social problems. It 
should not be surprising that this attempt would encounter major obstacles—as did 
the efforts of those who first tried to apply Newton’s physics and Lavoisier’s chem- 
istry to biology and medicine. The techniques appropriate to the laboratory were 
insufficient for the study of man in his social environment; the circumstances of 
study were different in fundamental respects; conditions could not be readily 
controlled so as to study one factor at a time, as the physical scientist often does. 
The basic equipment of the scientist was nevertheless required: careful examination 
of the evidence, an objective approach to data, and a lively and fertile imagination 
in the construction of hypotheses to be tested, and, throughout, a clear recognition 
that there must be a joint emphasis on speculation and experience. Beyond that, 
techniques had to be revised and improved; the danger of seeing too much had to 
be avoided; and the disconcerting influences of undetected factors had to be faced. 
Although bis problems of procedure were difficult enough, the social scientist also 
faced the resistance and even hostility of man himself, with his personal or group 
interests affected and his emotions and traditional patterns upset by new knowledge. 
(From: Statement of the Rockefeller Foundation and the General Education Board 
before the Special Committee to Investigate Tax Exempt Foundations, House of 
Representatives—83rd Congress. ) 


Field Training for Public Health Dentists 
PHILIP E. BLACKERBY, JR., D.D.S., M.S.P.H., F.A.P.H.A. 


Outlined by the chairman are the 
challenging recommendations of a 
conference jointly sponsored by twe 
committees of the American Public 
Health Association. 


*$ Field training in public health may 
be defined as a planned and supervised 
program of practical experience de- 
signed to supplement formal academic 
instruction and to enable the trainee to 
apply, in typical work situations, the 
principles and technics learned in the 
classroom. It is generally agreed by 
educators and practitioners alike that a 
well organized program of field training 
is highly desirable, in fact, essential for 
the adequate educational preparation of 
public health workers, including den- 
tists. 

In defining the educational qualifica- 
tions of public health dentists, the 
APHA Committee on Professional Edu- 
cation in 1952 recommended “‘Satisfac- 
tory completion of one academic year of 
study . . . and sufficient practical field 
experience in a public health department 
to satisfy the administrative officer or 
committee of the school of public 
health. . . . More extensive field ex- 
perience or residency training under 
supervision of a recognized public 
health agency is advisable for the public 
health dentist who is to assume im- 
portant administrative responsibili- 
ties.” 

The American Board of Dental Public 
Health, organized in 1950, has included 
in its requirements for the examination 
and certification of “specialists” in 
dental public health administration 
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“accredited field training of at least one 
year in public health practice under 
competent direction which included 
planned instruction, observation and 
participation in a comprehensive, organ- 
ized public health program, placing 
emphasis on dental health, or equivalent 
training and experience.” * The board 
is actively interested in developing 
suitable field training programs for pub- 
lic health dentists but must waive this 
specific requirement until such oppor- 
tunities can be made available. Both 
the board and the APHA Dental Health 
Section have created committees on field 
training to help meet this need, and they 
are working closely with each other and 
with other public health groups in their 
studies of this problem. 

An illustration of this cooperative 
effort was the first Conference on Field 
Training for Public Health Dentists, 
held in New York City, June 28-29, 
1954, under the joint sponsorship of the 
APHA Committee on Professional Edu- 
cation and the Dental Health Section 
Committee on Field Training. This con- 
ference represented the first organized 
attempt, on a national basis, to make a 
systematic study of the problems of field 
training for public health dentists and 
to formulate plans for the solution of 
these problems. The 17 invited partici- 
pants included five public health den- 
tists, two dental educators, and repre- 
sentatives of general public health 
administration, nursing, sanitary engi- 
neering, and health education. Some of 
the general observations and conclusions 
of this conference are incorporated in 
this paper. 

Field training in public health may 
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be divided into three general categories: 
(1) orientation, (2) intra-academic 
field experience, and (3) postacademic 
field training or residency. In each 
case, the fundamental objectives are the 
same: To provide the student with a 
working knowledge and practical ex- 
perience in general and dental public 
health administration. An essential of 
all field training is that it should be a 
planmed and supervised educational ex- 
perience adapted so far as may be pos- 
sible to the trainee’s individual back- 
ground and needs. It follows, therefore, 
that the primary responsibility for the 
planning and general supervision of a 
field training program should be in the 
hands of an educational agency, work- 
ing in close cooperation with the service 
agency which functions as the training 
center. Too often in the past, however, 
the service agency has been assigned 
full responsibility for field training with- 
out having qualified educational per- 
sonnel and without access to the educa- 
tional and consultative services of a 
school of public health. This has fre- 
quently resulted in a field training pro- 
gram that provided a stereotyped work 
situation for the trainee, rather than a 
planned and effective educational ex- 
perience directly related to his academic 
program. It is of fundamental im- 
portance, therefore, that there be close 
liaison between the educational institu- 
tion and the service agency involved in 
field training, and that there be clear 
definition and delineation of the respon- 
sibilities which each is to assume. 

In establishing the specific purposes 
of field training, it is necessary to con- 
sider the particular competences and 
skills needed by the public health dentist 
to function effectively as a member of 
the public health team and to identify 
those which require field training in 
addition to academic study for their full 
development in the trainee. These com- 
petences, classified according to the 
general allocation of educational re- 
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sponsibility between the academic in- 
stitution and the service agency, in- 
clude: 


1. School of Public Health: 


(a) Learning to utilize information from 
the basic disciplines of public health that are 
essential for the team approach to the solution 
of problems affecting the public health; 

(b) Utilizing effective methods of com- 
munication; 

(c) Keeping informed regarding current 
findings of dental research; 

(d) Maintaining competency to direct any 
program that provides dental services; 

(e) Serving as a consultant in oral diag- 
nosis; 

(f) Developing laboratory facilities for im- 
proving the oral diagnoses made by practicing 
dentists (pathologic studies of oral biopsies, 
providing lactobacillus counts or Snyder tests, 
determination of F in drinking waters, bac- 
teriologic studies of smears and cultured root 
canals) ; 

(g) Providing professional advice in de- 
veloping and supplying authentic and effective 
educational media for the promotion of dental 
health; 

(h) Instructing health and teaching per- 
sonnel in those scientific practices of dental 
health that are pertinent for public health 
personnel and school teachers to know; 

(i) Instituting projects of dental research 
for the improvement of the public’s health. 


2: School of Public Health and Field 
Training Center Jointly: 


(a) Coordinating the efforts of a variety of 
agencies, official and nonofficial, concerned 
with dental health; | 

(b) Developing and using specialized in- 
dexes and records designed to improve epi- 
demiologic surveys and to provide base lines 
for the appraisal of the efficacy of dental 
programs; 

(c) Collecting sufficient detailed data to 
expose the extent of the state’s problem in 
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This paper was presented before the Den- 
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Health Association at the Eighty-second An- 
nual Meeting in Buffalo, N. Y., October 12, 
1954. 
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attaining oral health: (1) population facts; 
(2) economic conditions; (3) resources in 
dental personnel; (4) technical auxiliary as- 
sistance; (5) equipment and clinical facili- 
ties; (6) productivity of personnel; (7) cen- 
sus of specialists available for such services 
as habilitation of persons handicapped by 
oral clefts, by cerebral palsy, by hereditary 
and congenital anomalies, by rheumatic 
hearts, by deficient mentalities, by severe 
malocclusions, by chronic diseases, or by old 
age; (8) definition of standards of care; (9) 
determination of prevalence of oral health 
needs in neglected mouths as well as incidence 
of oral health needs in persons experiencing 
regular, periodic oral health maintenance; and 
(10) quantitative measurement of blocks to 
oral health; 

(d) Analyzing these data and developing 
plans for practical programs; 

(e) Instituting programs of control or pre- 
vention as technics for doing so become 
available and are confirmed thoroughly by 
research ; 

({) Interpreting the dental health programs, 
as they are developed, to the state’s dentists 
and making clear the social implications of 
such programs; 

(g) Appraising periodically the achieve- 
ment of the various facets of the programs 
organized for improving the public’s health. 


3. Field Training Center: 


(a) Assisting in the preparation and ini- 
tiation of plans for the dental phases of local 
health programs; 

(b) Laboring to improve, as a constant ac- 
tivity, the scientific caliber of the state’s den- 
tal profession, since this professional group 
must supply the bulk of the oral services 
which are essential for an improved state-wide 
status of oral health; 

(c) Administering adequately the office 
tasks of the staff of the unit of public health 
dentistry (personnel management, staff meet- 
ings, handling correspondence, budgeting, an- 
ticipating needs, determining short-range and 
long-range objectives) ; 

(d) Performing as a member of a team of 
specialists; 

(e) Comprehending the scope, functions, 
and administrative procedures of a state and 
local program of public health and the niche 
of public health dentistry in them; 

(f) Establishing rapport and working 
effectively with a variety of state and local 
groups and officials; 

(g) Interpreting dental health needs to the 
public. 


To provide field training opportuni- 
ties for public health dentists that will 
meet the educational needs outlined 
previously suitable programs and train- 
ing centers are required. As was pointed 
out before, such facilities are not now 
available. Much progress has been 
made, however, in the development of 
field training programs for other types 
of public health personnel, especially for 
health officers. For the latter, offpor- 
tunities for accredited field training now 
exist in a majority of the states and it 
appears logical that these facilities 
should serve as a basis for the develop- 
ment of similar training facilities for 
public health dentists. Certain criteria 
must be observed, however, in the selec- 
tion of centers which can be considered 
qualified to meet the particular educa- 
tional needs of the dentist. These in- 
clude: 

Desirable Geographic Location—Be- 
cause of the limited number of adminis- 
trative dental personnel, it is necessary 
that at the outset the state should be 
the unit-area of training. Every effort 
should be made to utilize community 
and other programs in the state that 
afford special training potential for 
trainees. .The location of a school of 
public health in or near the area will 
afford additional resources for training. 
The area should afford reasonably ade- 
quate financial and personnel resources 
for dental program operation. Accredi- 
tation of the area should be a long-range 
goal. 

Personnel of the Training Area—The 
area should have a supervising preceptor 
for the trainee who has the experience, 
interest, and capacity for training. 
These qualities should be measured by 
evidence of previous success with inserv- 
ice staff training, with effective use of 
staff meetings, and like training devices. 
The preceptor should possess the ability 
to specify the experiences to be gained 
by the trainee and to define the responsi- 
bilities of the several persons and seg- 
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ments of the sponsoring agency. 
Ideally, he should be affiliated with the 
school of public health. 

The area should have a dental staff 
adequate to conduct the program, to 
supervise the training, to develop im- 
proved training procedures, and a staff 
director with full authority to carry out 
these functions. The staff should possess 
competence in the use of sound teaching 
methods through adjustment of the pro- 
gram to meet the needs of the trainee 
within community resources; in prop- 
erly timing the experiences of the 
trainee with respect to his potential for 
assuming increased responsibility; and 
in adjustment and integration of the 
teaching of the trainee with other pro- 
grams of the training area. 

Program of the Area—The area 
should maintain a comprehensive dental 
activity to meet the needs of the state 
or community. Fer example, the 
dental program should contain the fol- 
lowing elements: (1) identification of 
the problem; (2) evaluation of re- 
sources to meet the problem; (3) a de- 
termination of priority for program 
activities; (4) planning and initiation 
of a program to meet the needs within 
the resources; and (5) periodic evalua- 
tion of the resources and progress of the 
program. 

The operating program should per- 
mit scheduling of the trainee so that his 
experiences are broadly representative 
of the activities of the department, for 
example, home visits with public health 
nurses, sanitary inspectors, etc. The 
preceptor (dental director) should have 
the responsibility and authority to work 
with resource people to spell out these 
specific extra-dental program activities. 

The program should permit the 
trainee adequate opportunities in dental 
program planning with respect to bud- 
getary problems, preparation of annual 
or biennial plans, and the effective uti- 
lization of personnel. The trainee should 
be permitted, and perhaps required, to 
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submit operating reports on his assigned 
responsibilities. A highly desirable 
qualification of the training area would 
be its use in the training of personnel 
in other public health disciplines. 

Progress of the Trainee—The dental 
staff of the training area should have 
exhibited a willingness to effect pro- 
cedures for evaluating the program with 
respect to the progress of the trainee. 
For example, (1) quarterly reports 
from the trainee spelling out strengths 
and weaknesses of his experiences; (2) 
supervisor's self-analyses of evaluation 
of the program designed for the trainee; 
and (3) periodic assessment of the 
progress of the trainee by his supervisor 
or preceptor. 

The actual development of appropri- 
ate field training programs for public 
health dentists will present many diffi- 
culties, not the least of which are the 
problems of financing the training cen- 
ters and subsidizing, at least in part, the 
costs to the trainees. The recent con- 
ference included in its recommendations 
that the American Public Health Asso- 
ciation be urged to explore methods of 
financing graduate education in public 
health, including field training. It was 
also agreed that state hcalth departments 
should be encouraged to give considera- 
tion to the development of field training 
centers for dental personnel and to give 
greater attention to dental public health 
in the field training experiences being 
offered for other types of public health 
personnel. The conference discussion 
pointed to the need for schools of public 
health to take a more active and direct 
interest in the organization and conduct 
of field training programs, both intra- 
academic and postacademic, for dental 
and for other categories of public health 
personnel as well. The establishment 
of one or more pilot programs in 
selected states was suggested as a sound 
approach to the long-range development 
of sound and adequate field training 
facilities for dentists. 
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It is evident that vigorous leadership, 
initiative, and imagination will be 
needed if suitable opportunities are 
eventually to be provided for field train- 
ing, as an integral part of the graduate 
education of the public health dentist. 
This leadership must come from den- 
tistry through organizations, such as the 


Shall we accept the challenge? 
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. . « The history of the intellectual processes by which man has accumulated 
knowledge shows that observation, experimentation, induction, deduction and 
verification have each had an important role to play and that it is by their skillful 
and imaginative combined use that we have been able to push back the frontiers 
of knowledge. Without empirical examination, general propositions fail to estab- 
lish and maintain contact with reality; without general concepts, factfinding 
becomes aimless wandering and produces helter-skelter collections of unrelated 
bits and pieces. By observation and experimentation man refines his ideas about 
the world in which he lives; by other rational processes he reduces his masses of 
fact and impression to a degree of order and gives them meaning. After enough 
regularity has been exposed to justify the construction of a general theory, then 
and only then can occur the crucial test of verification. Throughout this process 
the questions “What is it?” and “How does it happen?” are among the tools man 
uses while seeking an answer to the underlying question, “What does it mean?” 


(From: Statement of the Rockefeller Foundation and the General Education Board 
before the Special Committee to Investigate Tax Exempt Foundations, House of 
Representatives—83rd Congress.) 
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Sanitation Aspects of “Take-Out” 
Type Foods | 
CHARLES L. SENN, F.A.P.H.A., and COLONEL PAUL P. LOGAN 


Briefly stated are a number of 
recommendations for safeguarding 
a relatively new group of prepared 
foods that are quite vulnerable to 
chance contamination, 


Serve-yourself freezers in modern 
supermarkets are filled with a wide 
variety of frozen, precooked foods. They 
include meat, poultry and vegetable pies, 
fried fish and poultry, and complete din- 
ners. An idea of the rapid growth of 
this frozen take-out food business is 
given by figures from the Institute of 
American Poultry Industries showing 
the annual production of frozen poultry 
pies rose from 25 million units in 1952 
to 250 million in 1954. In some form, 
carry-out sales departments are in opera- 
tion in hundreds of restaurants through- 
out the country. In several cases these 
take-out products of “name restaurants” 
have become so popular that supermar- 
kets and grocery stores in the vicinity 
purchase them on a wholesale basis for 
their own retail sales. Volume sales 
through grocery outlets have caused 
Smith’s of Toledo, Stoffer’s of Cleveland, 
Schrafft’s of New York, among others, 
to establish factories for the increased 
production. 

Take-out foods are becoming more 
popular with workers who are no longer 
content to lunch on cold sandwiches. 
Panel trucks with stainless steel food dis- 
play, storage and serving equipment, 
operated by “industrial caterers,” serve 
plants too small to maintain their own 
cafeterias. They also serve workers at 
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construction projects and various places 
of employment. One Southern Cali- 
fornia firm that supplies them with 
foods, including coffee, estimates its 150 
independent caterers serve 50,000 per- 
sons a day. There are a total of 1,500 
industrial caterers in Southern Cali- 
fornia, so the catering vehicles may 
serve as many as 500,000 persons a day 
in this single area. Industrial caterers 
now serve complete hot meals, hot sand- 
wiches, meat and poultry pies, beef stew, 
spaghetti and meat balls, baked beans, 
soups, salads, dairy products, and hot 
and cold drinks. The foods are indi- 
vidually packaged at a central head- 
quarters so no bulk food is served except 
coffee. Barbecued poultry and spare 
ribs are now being prepared in rotis- 
series on the counters of numerous meat 
markets and supermarkets, providing 
extra convenience for the housewife but 
adding another set of problems. 

An appreciable amount of the time 
of the local health department sani- 
tarians is being devoted to restaurant 
sanitation. Cooperative work between 
the restaurant industry and health 
officials is resulting in generally higher 
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sanitation standards. Food poisoning 
and infection from commercial restau- 
rants is becoming increasingly rare. 

The canning industry has done a 
notable job in order to insure that com- 
mercially processed canned foods are 
completely safe. Federal and state meat 
inspectors are doing a good job to see 
that meat and meat products are whole- 
some and processed under sanitary con- 
ditions. The poultry industry is work- 
ing with health officials to develop stand- 
ards for the processing, handling, and 
distribution of poultry. Milk sanitation 
has pretty well resulted in a safe and 
wholesome supply. There is need for 
a similar amount of time and effort to be 
devoted to the sanitary supervision of 
“take-out” foods operations. 

Some of the public health aspects of 
plants for processing take-out, ready-to- 
eat poultry are outlined in a statement 
summarizing research performed by 
members of the staff of a medical col- 
lege in cooperation with the Committee 
on Food Research of the Quartermaster 
Food and Container Institute of the 
Armed Forces. “To prevent the occur- 
rence of enteric disease epidemics trace- 
able to fresh-frozen and precooked frozen 
foods (with rigid government control as 
a probable consequence), the frozen 
food industry must recognize certain 
dangers. In the boned-chicken foods, 
for example, industry should recognize 
that: 

1. Various paratyphoid organisms, capable 
of producing intestinal and other complicating 
infections in man, have been isolated from 
eviscerated poultry. 

2. Paratyphoid and typhoid bacilli survive 
for long periods of time in frozen foods. 

3. The botulism organism and its toxin 
survive indefinitely in frozen foods and remain 
potent after prolonged freezing. 

Failure to recognize these signs of danger 
and to assure rigid bacteriological control 
will ultimately lead to difficulty. 


Written descriptions in the literature 
and field inspections produce a picture 
of conditions which should be improved 


at some of the processing plants. 
Chickens for pies or a-la-king are 
thoroughly cooked in pressure cookers 
or open vats so the meat can easily be 
pulled from the bones. After cooling 
for a short period, the skin is peeled and 
the meat is picked from the bones by 
hand. In some plants as many as 25 or 
more pairs of hands work over the 
chicken as it moves along the line. The 
meat is then diced in a special machine. 
Some dicers were built without enough 
thought to sanitation. Parts which 
come in contact with the poultry meat 
cannot be adequately cleaned. In some 
plants the product is conveyed in con- 
tact with belts which are not readily 
cleanable. 

The much-handled, diced chicken is 
mixed with a rather thick, gravy-like 
filler material, either before or after it 
is placed in the unbaked pie crust. Ob- 
servations of household practices in 
heating and baking the crust reveal that 
the ingredients may not be rewarmed to 
pasteurization temperatures before they 
are consumed. One user of the pies ad- 
vocated testing the home-heated pie with 
a fork, before serving, to be sure the 
center of the mass was not still frozen. 

No bactericlogic studies are required 
to indicate the desirability of developing 
improved procedures. However, studies 
at one boning plant indicated up to 
100,000 coliform and 9,000,000 total 
count per gm. of poultry. While the 
field inspections made in preparation of 
this paper revealed that the poultry and 
other raw ingredients were of reasonably 
good grade, there was no official routine 
inspection at some plants, so consider- 
ation should be given to the temptation 
of a few unscrupulous processors to 
possibly utilize inferior raw products 
which cannot be detected by examina- 
tion of the finished product. 

An indication of what can be accom- 
plished by high sanitation standards is 
given by the findings of studies in which 
one of the authors participated ? on the 
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keeping quality of chicken-a-la-king, in- 
cluding bacteriologic evaluations of 
processing procedures. 

“The manufacturing conditions with 


respect to raw materials and ingredients, 


equipment, and working area were ex- 
amined bacteriologically, and routine 
precautionary measures were estab- 
lished. 

“The raw ingredients used were of top 
quality. Routine sanitary precautions 
were observed in the care of kitchen 
equipment. All stainless steel table tops 
used in boning and packaging were 
thoroughly washed with soap and hot 
water and were then sponged with a dis- 
infecting solution. The ladles, knives, 
pans, trays, and other utensils used in 
the preparation of the finished product 
were steam sterilized. Large vessels, 
such as the jacketed kettles and the re- 
frigerating sauce vat were pretreated 
with boiling water for 15 minutes. Swab 
samples of the cleansed surfaces of food 
equipment were cultured for aerobic 
organisms and coliform bacteria. These 
tests showed no coliform organisms and 
very low counts for aerobic bacteria.” 

In that study, one-half of the samples 
were packed cold and one-half hot 
(189° F.-212° F.). Standard plate 
counts of the products that were packed 
cold averaged 4,000 to 6,000 per gm., 
while the product packed hot was prac- 
ticaliy sterile. The report of the study 
continued : 

“Bacteriological study of precooked 
frozen chicken-a-la-king demonstrated 
that a final product of high acceptability 
and very low bacterial count can be 
manufactured when good sanitary prec- 
tices are observed. Comparison of two 
methods of packaging showed that a 


substantially sterile product resulted 


from ‘hot filling’ at 189° F.-212° F.; 
a standard plate count of 4,000-6,000 
per gm. was obtained from ‘cold filling’ 
at 55° F. or below. 

“Both types of pack stored for one 
year at 0° F. showed little or no de- 


crease in bacterial count after the second 
month of storage. A storage test at 
fluctuating temperatures between 20° F. 
and 30° F. for 15 days, simulating 
transportation conditions, indicated a 
significant decrease in bacterial popula- 
tion which was not further reduced by 
subsequent refreezing at 0° F. Thawing 
at 40° F. for three days produced only 
a slight increase in bacterial numbers; 
however, a net decrease resulted from 
subsequent refreezing at 0° F. When 
the frozen product was allowed to thaw 
completely at 70° F. for one day, the 
bacterial population increased mark- 
edly; it was not significantly decreased 
by subsequent refreezing at 0° F.” 

A number of papers appearing in the 
literature report on extensive studies on 
bacteriologic examination of uncanned, 
precooked foods. Most of the authors 
recommend that official agencies adopt 
bacteriologic standards as a guide to 
industry and regulatory officials. 

Within the last year the Los Angeles 
Food Sanitation Advisory Committee 
and the Board of Health Commissioners 
reviewed the sanitation and health as- 
pects of tke industrial catering business. 
The announcement that consideration 
would be given changes in the regula- 
tions at a meeting at a health center 
brought an overflow crowd of 350. A 
committee appointed by the group 
worked with the department staff to de- 
velop procedures that would permit re- 
laxing the features in existing regula- 
tions which prohibited caterers from 
handling hot foods, other than hot dogs, 
tamales, and coffee. 

A cooperative study showed that 
poultry and meat pie crusts could be 
filled with ingredients at or near the 
boiling point. Paper containers were 
also filled with stew, etc., and capped 
before the ingredients cooled. In fact, 
many foods were capable of being 
packed, packaged, or prepared at a tem- 
perature that prevented contamination 
by staphylococcus or normal pathogens. 
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The vehicles were equipped with hot 
food storage cabinets heated by charcoal 
or butane. The latter are most desirable 
since they can be thermostatically con- 
trolled. Charcoal-heated chambers were 
redesigned so they can be kept at the 
desirable temperature of over 180° F. 
This was accomplished by providing 
insulation and arranging charcoal-burn- 
ing chambers so the temperature could 
be better controlled. Field checks 
showed temperature controls compared 
favorably with those at restaurants with 
nonthermostatically controlled steam 
tables. 

New regulations were developed to 
permit handling of hot foods on a trial 
basis. Hot foods not sold on the first 
day must be discarded. For the past 
year the Southern California industrial 
caterers have been handling a wide 
variety of hot foods. Using figures 
given above, their vehicles have served 
about one hundred million meals in that 
period. No report of any food poison- 
ing or illness has been attributed to their 
products. 

A large part of two recent issues of 
the magazine, Food Service, was de- 
voted to frozen foods. One article dealt 
with the preparation at restaurants of 
individual portions of frozen foods, both 
for home consumption and for reheating 
for service on the premises at some later 
date. One article giving a number of 
menus included the statement:* “Bonus 
profits belong to the restauranteur who 
can convert leftovers into house special- 
ties. For instance, leftover turkey will 
combine with other ingredients to make 
a casserole that will not only salvage the 
meat but build repeat orders.” Again, 
the need for high standards of sanitation 
is apparent. 

The reheating by customers just be- 
fore serving may or may not destroy 
pathogens which could get into the 
products. Not less important than plant 
and product sanitation is the inclusion 
of positive instructions in readable 


printed form with every package of 
take-home food, covering handling pro- 
cedure to be followed by consumers. 
There is a general, though erroneous, 
belief among consumers that refreezing 
of defrosted foods in some way causes 
spoilage and therefore is dangerous. On 
the other hand, very little is heard about 
the hazard of permitting defrosted foods, 
particularly those affording optimum 
conditions for bacterial growth, to re- 
main for hours at home kitchen temper- 
atures. 

There are hot food containers avail- 
able to caterers and packages and ma- 
terials are available to enable customers 
to keep frozen foods cold until they get 
home. Producers and distributors of 
cooked foods could, if properly 
equipped, serve the public with foods 
that can be kept from the time of pro- 
duction until home consumption at tem- 
peratures either below 50° F. or above 
140° F. The main solution to the con- 
sumer problem is in proper packaging, 
clear labeling, and public education. 

When application was made to the 
health department for authority to place 
rotisseries on the counters of meat 
markets so butchers could sell barbe- 
cued chickens and other meats, the fol- 
lowing rules were adopted by the Los 
Angeles Board of Health Commis- 
sioners: 

1, The meat market shall be located in a 
building with a closed front. The portion of 
the building in which the unit is installed 
shall have smooth walls and ceilings which 
reasonably comply with requirements for a 
Food Products Establishment. 

2. A separate working space and a work 
table not used for any raw meat products 
shall be provided for the handling of cooked 
poultry. A separate storage cabinet shall be 
provided for keeping spits in a sanitary 
condition. 

3. The front of the barbecuing device shall 
not open toward the customer area. 

4. The following special facilities shall be 
provided for storing of barbecued poultry: 
(a) Barbecued poultry, to be stored and sold 


“hot” shall be stored in a thermostatically 
controlled unit maintained at a temperature 


2 

he’ 

ae d 


SANITATION OF “TAKE-OUT” FOOD VOL. 4 37 


of 140° F; (b) Barbecued poultry that is to 
be sold “cold” shall be stored in a separate 
area, or in a portion of a refrigerator where it 
does not come in contact with and is not 
subject to dripping or contamination from 
raw meats. 


These rules afford reasonable control 
up to the time the food is sold but, 
again, public education is the answer to 
the problem of getting the customer to 
avoid prolonged holding or storage at 
temperatures favorable for the growth of 
organisms. 

In so far as possible the take-out 
foods should be prepared and processed 
so that storage at improper temperatures 
or failure to follow instructions on the 
labels will not cause illness. The present 
objective might well be to package these 
foods at a high enough temperature to 
destroy nonspore-forming organisms. 
Future attention may well be directed to 
some more positive procedure of making 
these foods as safe as commercially 
canned products, such as use of ionizing 
radiation to sterilize the product after 
it is packaged. There is need for 
further studies in order to be sure pro- 
cedures adequately protect against 
botulism. There should be public edu- 
cation to allay the unjustified fears of 
consequences from partial thawing and 
refreezing of foods. The public should 
be advised of those measures which are 
really important for them to take for 


_their own protection. 


Food processors need to restudy their 
procedures, including ideas concerning 
refrigeration. For instance, they must 
realize that small quantities of hot foods 
properly separated can be placed in a 
refrigerator while hot, if the unit has 
sufficient capacity and if fans are pro- 
vided to produce adequate circulation to 
quickly cool the products. 

Some effort might well be made to 
accumulate data on actual illness at- 
tributed to take-out foods. Currently 
available data in the National Office of 
Vital Statistics are not sufficiently in de- 


tail to give a clue as to the importance 
of this problem. 

Finally, the public is demanding ex- 
pansion of official supervision over food 
sanitation and wholesomeness. Labor, 
for instance, is urging mandatory in- 
spection and supervision over poultry 
plant sanitation. Health officials might 
well determine whether they are devot- 
ing enough effort to inspecting and con- 
ducting educational programs in the 
take-out food sanitation field as com- 
pared to other food and milk programs. 

It may seem inconsistent to the public 
that federal meat inspection regulations 
should provide for inspection of | ef 
pies but not require inspection of 
poultry pies, and that while general 
Food and Drug regulations apply, there 
are no special standards or requirements 
for the take-out foods. The “Ordinance 
and Code Regulating Eating and Drink- 
ing Establishments—1943, Recommend- 
ations of the Public Health Service” 
does not specifically cover this field. 
More adequate coverage of this subject 
should be provided in the forthcoming 
revision now being prepared by the Na- 
tional Food and Beverage Council in 
cooperation with the Public Health 
Service. 

This review of take-out foods tends 
to illustrate the reasons that the Na- 
tional Food and Beverage Council 
is recommending a broad approach 
to the whole national food sanitation 
program, an approach which includes 
the public responsibilities. The subject 
of take-out foods should be reviewed by 
health and regulatory officials in co- 
operation with the industry. Working 
together, these groups can organize and 
arrange for the conduct of further re- 
search, review regulations and the de- 
velopment of standards, procedures and 
controls which can be carried out by in- 
dustry in cooperation with regulatory 
officials. The program could include 
consideration of the responsibilities of 
the public, including public education 
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programs with respect to home han- 
dling, storage, and preparation of foods. 

The first paragraph of the “Statement 
of Objectives” of the Committee on Re- 
search of the National Food and 
Beverage Council certainly applies 
to the sanitation and health as- 
pects of take-out foods: * “To achieve 
wide agreement by regulatory officials, 
industry and the public on uniform 
standards and recommended practices, 
to save manufacturers, food service 
operators and the public the expense of 
complying with unnecessary and un- 
sound requirements, recommendations 
and restrictions, and to secure wide sup- 
port for an agreement on those measures 
which are necessary for health, sanita- 
tion and cleanliness, research is of 


fundamental importance. The main ob- 
jective of the Committee on Research is 
to secure technically correct, practical, 
fundamental data to serve as a basis for 
further promoting, strengthening and 
making uniform the national program of 
food and beverage sanitation.” * 
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Minnesota School Has a Home 


With the completion and dedication 
of the Mayo Memorial building on the 
medical campus of the University of 
Minnesota, the School of Public Health 
for the first time has unified facilities. 
The school occupies two and a half 
floors of the new 14-story building, 
where earlier it was scattered through 
various buildings on the campus. The 
new facilities are reported in Minne- 
sota’s Health to be “creating an atmos- 


phere conducive ‘to better training, re- 
search, and service in all public health 
fields.” Gaylord W. Anderson, M.D., 
is director of the school. 

The new medical building was dedi- 
cated on October 21 and 22, 1954. 
Among its other facilities are a depart- 
ment of physical medicine and rehabili- 
tation, which, on two floors, includes 
units for physical and occupational 
therapy and prevocational training. 
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Industrial Hygiene Milestones in Govern- 


mental Agencies 
VICTORIA M. TRASKO, F.A.P.H.A. 


Particularly fitting, on the fortieth 
anniversary of the Industrial Hy- 
giene Section, is this review of the 
factors responsible for the develop- 
ment of official programs of occu- 
pational health, together with their 
present status, and a look into what 
the future may hold. 


My subject — “Industrial Hygiene 
Milestones in Governmental Agencies”— 
presupposes numerous markers of prog- 
ress. Upon reflection, however, one 
cannot escape the conclusion that in the 
strict sense of the word there have been 
but two. ‘The first was the acceptance 
of industrial hygiene by health depart- 
ments as one of their responsibilities. 
The second was the broadening concept 
of occupational health to embrace the 
total health of the worker—the recogni- 
tion that any separation of occupational 
and nonoccupational influences on the 
health of man is an artificial, unrealistic 
one. 

In an activity as young as industrial 
hygiene, perhaps two milestones of this 
type are the most that one can hope for. 
Any dearth of milestones within this 
interpretation, however, has been more 
than compensated by achievements in 
the industrial hygiene field over the past 
forty years. With respect to the growth 
of official industrial hygiene programs, 
those years have been tumultuous, char- 
acterized by unpredictable ebbs and 
flows. A review of these years tells a 
story of a fight against inertia and 
apathy, an uphill struggle of a young 
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hybrid science to gain a firm footing as 
a public health program. 


Early Development of 
Official Programs 


Official industrial hygiene programs 
in the United States did not develop 
spontaneously. Nor were they fathered 
by a single problem, as was the case, 
for example, with some of the com- 
municable diseases. It is true that cer- 
tain universal events, such as the two 
world wars, served as common stimuli 
in some instances. In general, how- 
ever, official programs had their origins 
in a multiplicity of emergencies. 

A long backward look shows a glim- 
mering of recognition of worker health 
as a public health responsibility as early 
as 1875. In that year, the Reverend 
Charles H. Brigham of the Michigan 
State Board of Health wrote an essay 
entitled “The Influence of Occupations 
upon Health,” as part of the third an- 
nual report of that board. In Ohio as 
early as 1886 the State Board of Health 
had a standing committee on “Hygiene 
of Occupations and Railways” which 
called attention periodically to hazard- 
ous occupations and their deleterious 
effects on the health of workers.? The 
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first health agency to send personnel 
into industry was the Massachusetts 
State Board of Health.? In 1905 the 
beard employed several health inspec- 
tors to investigate the dangers of occu- 
pations. 

In the period 1910-1915 interest in 
industrial hygiene began to burgeon in 
earnest. There was growing concern 
over the poor status of the health of 
industrial workers in comparison with 
that of the general population. There 
was increasing suspicion of a causal 
or contributory relationship between 
their jobs and their health. About one 
out of every three deaths occurred be- 
cause of tuberculosis, the number one 
health problem of workers between the 
ages of 15 and 45.* Occupational 
diseases were being uncovered by the 
hundreds by Dr. Alice Hamilton in her 
investigations for the Illinois Commis- 
sion on Occupational Diseases * and by 
Dr. Emery Hayhurst in his 1913-1914 
survey of Ohio industries.® 

The years 1913 and 1914 saw the 
passage of the “lead laws” as they were 
known.® In Pennsylvania, Ohio, and 
New Jersey the laws required periodic 
physical examinations of workers ex- 
posed to lead and imposed upon indus- 
try a long list of health regulations 
aimed at suppressing the lead hazard. 
The first workmen’s compensation and 
compulsory occupational disease report- 
ing laws were enacted in several states 
in 1911. California made occupational 
diseases compensable in 1915. 

During this period the U. S. Bureau 
of Mines was conducting inquiries and 
scientific investigations concerning min- 
ing. The U. S. Department of Labor 
was releasing publications on occupa- 
tional poisonings and the Public Health 
Service was studying the health prob- 
lems of employees of the garment-mak- 
ing industry. By calling attention to 
the insanitary conditions then prevalent 
and the excessive rate of tuberculosis 
among workers, this study helped pave 


the way to the abolishment of the “sweat 
shop.” The Office of Industrial Hygiene 
and Sanitation was formed in 1914 and 
started its long record of studies of the 
health of workers in hazardous occupa- 
tions and industries.® 

Also, during this period, the Associa- 
tion of Industrial Physicians and Sur- 
geons, now the Industrial Medical 
Association, and the National Safety 
Council were organized.*> In 1914 at 
the Jacksonville Annual Meeting of the 
American Public Health Association, a 
symposium on industrial hygiene was 
held, resulting in the formation of the 
Section on Industrial Hygiene. The 
organization of the section was signifi- 
cant as an early step in relating indus- 
trial hygiene to public health. 

In the midst of this movement for 
protection of labor, the States of New 
York and Qhio initiated industrial 
hygiene programs. In 1913, at the 
recommendation of the New York State 
Factory Investigations Commission, the 
New York Division of Industrial Hy- 
giene was organized in the State Depart- 
ment of Labor. In the same year the 
Ohio State Legislature ordered an occu- 
pational disease investigation to be 
made by the State Board of Health. 

These were indeed auspicious begin- 
nings, with action being locally in- 
spired instead of being stimulated by 
external influences. Despite these 
favorable circumstances, however, there 
were signs of faltering. After a prom- 
ising start in 1913, the Ohio program 
functioned with a reduced organization 
under a part-time consultant from 1917 
until 1936 when it was revived by fed- 
eral funds. Likewise, the Massachusetts 
State Board of Health, which had em- 
ployed health inspectors to investigate 
working conditions in industry, was 
forced to relinquish this function. In 
1912 the legislature transferred its 
factory inspection duties to the then 
State Board of Labor and Industries.* 
Yet, the seeds for growth were there, as 
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illustrated by the program of the New 
York Division which grew into one of 
the largest and strongest in the country. 

The lag in the development of official 
programs continued even through World 
War I. Although that emergency pro- 
vided an incentive for considerable in- 
dustrial hygiene activity, it did nothing 
to help develop industrial hygiene as an 
official health or even labor responsibil- 
ity. Governmental agencies seemed pre- 
occupied with compensation rather than 
prevention, which tended to overshadow 
the real problem—that of the total health 
of the worker. This situation was pointed 
up in 1934 by Hayhurst in his report of 
20 years of progress of the Industrial 
Hygiene Section of the American Public 
Health Association.*? Hayhurst also 
called attention to the slump that had 
occurred both in attendance and in- 
terest at the 1919 and 1920 annual 
meetings of this section. While acknowl- 
edging that the lack of activity was due 
in part to the distant location of the 
meetings, he believed that a major 
factor was that “other public health 
workers were rot looking upon the 
health of the worker or of the work 
place as a part of a genuine program.” 

In the 20 years following the estab- 
lishment of the Ohio and New York 
Divisions of Industrial Hygiene two 
more states initiated programs. One of 
these was Connecticut. In 1923 the 
legislature of that state transferred from 
the Labor Department to the State 
Health Department the responsibility for 
receiving reports by physicians on 
occupational diseases. In 1927 the 
State Health Department was authorized 
to investigate and make recommenda- 
tions for the elimination or the preven- 
tion of occupational diseases, and the 
following year a Bureau of Occupational 
Diseases was organized. In 1929 the 
Mississippi Division of Factory Inspec- 
tion of the State Department of Health 
assumed the added function of indus- 
trial hygiene, and an industrial health 
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program which included physical ex- 
aminations of workers in industry was 
begun. Prior to that time, the division 
had concentrated on the enforcement of 
female and child labor laws. Although 
the Baltimore Bureau of Occupational 
Diseases was not officially established 
until 1936, the Baltimore Health De- 
partment had for many years been in- 
vestigating complaints pertaining to in- 
dustrial operations. Apart from these 
instanves, whatever other industrial 
hygiene work was undertaken by health 
or labor departments was limited in 
character or confined to sanitation in- 
spection. 

By the early thirties, evidence of the 
poor health status of the industrial 
worker was piling up. A vast amount 
of research on specific diseases and in- 
vestigations of health hazards in indus- 
try had been carried out by numerous 
agencies and groups, including the Pub- 
lic Health Service. Information result- 
ing from the studies and researches was 
widely disseminated but, except in a few 
progressive industries, was receiving 
little application.° 

The unabated course of occupational 
diseases was dramatically demonstrated 
by an epidemic of law suits for silicosis 
at that time. By 1935 casualty com- 
panies were underwriting compensation 
suits for silicosis, totaling many millions 
of dollars,’ "' a situation which may 
have its counterpart today in the indus- 
trial hearing loss problem. Although 
the silicosis situation was highlighted in 
part by the depression, it came about 
largely as a result of the lag in insti- 
tuting preventive measures which had 
been developed. By this time 21 states 
had passed legislation providing for the 
compensation of some or all occupa- 
tional diseases. In contrast, only four 
states had established industrial hygiene 
units to promote the application of 
preventive measures in industry. 

The mounting silicosis problem in- 
fluenced directly the creation of three 
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more official divisions of industrial hy- 
giene and indirectly many more which 
were to be established under the Social 
Security Act. In Massachusetts a special 
Industrial Disease Commission was ap- 
pointed to study the problem of silicosis 
compensation in granite industries and 
foundries."1_ The outgrowth of its re- 
port, which revealed extremely bad 
working conditions, was the passage of 
a bill creating a Division of Occupa- 
tional Hygiene in the State Department 
of Labor and Industry. This division 
was subsequently established in 1935. 

In North Carolina the seriousness of 
the silicosis problem led to the amend- 
ment of the Workmen’s Compensation 
Law to provide schedule coverage for 
occupational diseases.'* Funds appro- 
priated for carrying on a dust control 
program in industry were turned over 
by the Industrial Commission to the 
State Board of Health which established 
a Division of Industrial Hygiene in Sep- 
tember, 1935. 

The West Virginia Bureau of Indus- 
trial Hygiene was organized early in 
1936 in the State Department of Health. 
The Industrial Commission, in adminis- 
tering the silicosis compensation law, 
needed information on the extent and 
degree of the silicosis hazard, and pro- 
vided the State Department of Health 
with funds for undertaking necessary 
studies. As in North Carolina, the pro- 
gram was organized with the assistance 
of the Public Health Service. Both 
states’ budgets were later augmented by 
Social Security funds which permitted 
broadened programs. 


Development Under Social 
Security Act 


The Division of Industrial Hygiene of 
the Public Health Service began early 
to take an interest in the development 
of industrial hygiene services in state 
and local governments. Due in large 
part to the depression its efforts were 


not overly productive. It continued to 
try to gain the support of health officers, 
however, enunciating at the same time 
the principle of industrial hygiene as an 
integral part of public health. Other 
groups were also urging health depart- 
ments to establish industrial hygiene 
programs and to utilize the oppor- 
tunities afforded by the workplace for 
applying preventive measures to large 
segments of the adult population. Dr. 
Haven Emerson, in his 1934 presidential 
address to this Association, said: ** “I 
would persuade you to seize and occupy 
the largest field of preventive medicine 
until now excluded from the work of 
oficial health organizations in this 
country. I refer to the prevention of 
occupational diseases. . . . Let us have 
the courage to create a Division, an 
office, a sphere of influence in every 
health department to be concerned with 
occupational diseases.” 

The State and Provincial Health 
Authorities of North America, which 
has had an active Industrial Hygiene 
Committee since 1922, adopted a reso- 
lution in 1934 to the effect that occu- 
pational disease prevention should be 
considered a major activity of public 
health departments.” In 1936 the 
American Public Health Association and 
the American Medical Association also 
passed similar resolutions.” 

The interest and support that had 
been building up gradually was ignited 
into action by the passage in 1935 of the 
Social Security Act. Through funds 
provided under this Act for the develop- 
ment of health programs in the states, 
the Division of Industrial Hygiene of 
the Public Health Service launched a 
full-scale program to establish industrial 
hygiene units in state and local govern- 
ments. From 1936 to 1939, 23 pro- 
grams were started. 

The problem of staffing the newly 
formed divisions of industrial hygiene 
even then, as today, was a major one 
but far from insurmountable. There 
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were relatively no skilled industrial 
hygienists. A few universities offered 
courses, but enroliment as a whole was 
never great. State health departments 
for the most part were assigning person- 
nel from their other divisions or employ- 
ing persons with basic qualifications and 
training them. In 1936 and 1937 the 
Division of Industrial Hygiene of the 
Public Health Service held seminars 
lasting a month each for new personnel. 
For many years to come persons newly 
employed were to obtain their first ex- 
perience by spending several months in 
training with an established division. 

The Public Health Service further 
helped to,institute or strengthen pro- 
grams by lending equipment and per- 
sonnel for as long as one- or two-year 
periods and by providing consultation 
services on all aspects of industrial 
health. 

As an outgrowth of the seminar held 
by the Federal Division of Industrial 
Hygiene in 1937, the American Con- 
ference of Governmental Industrial Hy- 
gienists was formed. The members of 
the conference were instrumental in en- 
couraging the interchange of experiences 
among official industrial hygienists at 
a time when there was little precedent 
for programs of direct services to in- 
dustry. The work of their numerous 
technical committees in the development 
of standards for the practice of indus- 
trial hygiene is familiar to all of us. 
There is no doubt but that the close 
collaboration and inspiration of its 
members did much to stimulate the de- 
velopment of industrial hygiene services 
in this country. 


Development of Programs During the 
War and Postwar Years 


The nation’s participation in national 
defense activities and eventual entrance 
into World War II precipitated the es- 
tablishment of 31 more state, local, and 
territorial units during the seven-year 


period 1940-1946. The emergency, 
which forcefully brought to light the 
importance of conserving manpower in 
order that production may be stepped 
up and maintained, firmly established 
industrial hygiene as a public health 
function. 

Further stimulus was provided from 
1947 to 1950 when federal grants-in-aid 
for public health were designated for 
industrial hygiene and allocated on a 
proportionate formula basis to each of 
the states and territories. The designa- 
tion of funds came at a strategic time. 
The 60 Public Health Service personnel 
on loan in the state and local industrial 
hygiene agencies during the war years 
were being withdrawn and financial sup- 
port was needed to permit the recruit- 
ment of personnel already trained in in- 
dustrial hygiene and being released from 
the Armed Forces. During the three 
years that the funds were set aside, the 
development of official industrial hy- 
giene agencies reached an all-time high, 
with all but two states (Delaware and 
Nevada) engaging in industrial hygiene 
work on at least a limited basis. 


Present Status of Official Programs 


Beginning with the 1950 fiscal year, 
when the outlook for official industrial 
hygiene activity was most promising, a 
gradual retrogression began to set in. 
This turn of events is difficult to account 
for specifically, but it is obvious that 
financial and personnel troubles played 
their part. For one thing, official 
agencies were caught in a web of 
economy drives. The designation of 
federal funds for industrial hygiene was 
discontinued and many state legisla- 
tures also cut appropriations for public 
health. Since 1950, chiefly as the result 
of reduced funds, eight state units with 
35 persons were discontinued and 17 
others lost 48 persons who were not re- 
placed. 


Retrenchments were not universal, 
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however, for 10 units increased their 
staffs, with a total increment of 18 per- 
sons. Programs in several large indus- 
trial states, including Connecticut, Caeli- 
fornia, Michigan, and New York, 
remained unaffected. In several other 
states, appropriations for air pollution 
control, which were turned over to the 
industrial hygiene units, stabilized fi- 
nancial situations. 

Another factor responsible for today’s 
seeming setback in official programs is 
the slowness with which state and local 
governments have bettered salaries of 
their workers. As a result, experienced 
industrial hygienists have left official 
agencies and have found employment 
with better salaries in industry, univer- 
sities, insurance companies, and trade 
unions. A _ substantial number have 
entered into private consultation work. 
The Atomic Energy Commission, the 
Navy, and the Army, in intensifying the 
worker health programs in their research 
and industrial installations, also have 
competed for the available supply of 
skilled individuals. Even the Point IV 
Program has made its inroad. 

Today, there are 375 professional per- 
sons on official industrial hygiene staffs 
in 39 states, the District of Columbia, 
Hawaii, Puerto Rico, and 20 local health 
departments. Ten of the units have 
staffs with as many as 10, or more, per- 
sons, and they account for 45 per cent 
of the total personnel. Fourteen are 
one-man units. Nine of the less heavily 
industrialized states have no programs 
either in health or labor departments. 

In 1949, still a relatively peak year 
of development, there were 414 profes- 
sional persons in 46 states, the District 
of Columbia, Hawaii, Puerto Rico, and 
in eight local health departments. The 
numerical decrease in staffs over the 
five-year period is relatively insignifi- 
cant, amounting to 39 persons. The real 
seriousness of the situation, however, 
lies in the turnover, especially among 
the state units. 


A check of personnel directories 
shows that state agencies have 67 per- 
sons less today than they had in 1949; 
moreover, only half the 1949 state staffs 
are still with the same agencies today. 
With respect to the Public Health Serv- 
ice’s Occupational Health Program, 
only 40 per cent of its 1949 professional 
staff remain today. All in all, 325 in- 
dustrial health persons have left official 
employment during a period of five 
years. 

While this obviously represents a 
serious loss to official agencies, the situ- 
ation should not be regarded pessimis- 
ticaliy. Most of the persons who have 
left governmental work have not been 
lost to the field, but have been absorbed 
by industry and other private groups 
concerned with the advancement of in- 
dustrial health objectives. Their broad 
experience with official agencies has 
made them better qualified to assume 
other positions of responsibility. 

There also has been an encouraging 
increase in official industrial hygiene 
activity at the local level. Since 1949, 
12 local health departments have been 
known to start programs, bringing their 
total to 20. In 1949 local industrial 
hygiene units employed 44 persons; to- 
day, their total staff numbers 74. The 
part that the local health department 
can play in bringing public health to 
the work place is well recognized.'* 
Only its implementation remains a prob- 
lem. The present trend augurs well, and 
the future may well see more activity on 
the part of local health departments in 
occupational health. 


Accomplishments of State and Local 
Industrial Hygiene Agencies 


When state and local governments 
entered the industrial hygiene field, their 
immediate task was the improvement of 
the working environment and the elim- 
ination of hazards. Today, state and 
local programs are still predominantly 
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environmental in scope. The need to 
develop better balanced programs in 
official agencies is recognized, but the 
problem is beyond the ability of the 
states when considered in relation to 
total resources. 

The composition of the state and local 
staffs is mainly engineering and chem- 
ical, accounting for 80 per cent of the 
total professional staffs. Medical and 
nursing personnel have at one time 
made up as much as one-third of the 
staffs; the proportion at the present 
time is 17 per cent. 

Even with staffs at peak levels, state 
and local agencies combined were able 
to reach with services, within any one 
year, from 8 to 10 per cent of the 
country’s labor force.'* In 1953 the per- 
centage of workers reached was about 
the same, but the services included, in 
addition to the usual plant studies and 
surveys, a considerable amount of air 
pollution control and radiological health 
work. 

Five to 10 years ago the integration 
of industrial hygiene with other public 
health programs, including nursing, 
dentistry, tuberculosis and venereal dis- 
ease control, and nutrition, was under- 
taken by many of the state and local 
agencies.'* However, subsequent per- 
sonnel losses and turnover, especially 
among the medical and nursing profes- 
sions, have prevented the fullest appli- 
cation of the broad concept of industrial 
hygiene. The result is that there has 
been little, if any effort, to relate the 
effects of the working environment to 
such major public health problems as 
chronic diseases, mental hygiene, and 
alcoholism. 

Little has likewise been accomplished 
by official agencies in promoting health 
services for small plants—the largest 
single problem facing industrial hygiene 
today. Several units have actively 
sponsored demonstrations of in-plant 
services on a part-time basis,’* but their 
continuance has been prevented by the 


limited facilities of local health depart- 
ments. Connecticut and Georgia have 
had some success with sponsoring co- 
operative health maintenance services in 
small plants. 

Despite their limited staffs and con- 
sequent failure to realize the fullest po- 
tentials of industrial hygiene, the con- 
tributions of state and local agencies 
to the entire field have been extensive. 
A basic contribution has been the de- 
velopment of technical methods, pro- 
cedures, and instruments for use in in- 
vestigations of health hazards. Through 
their informational and _ educational 
activities the official agencies have 
widely disseminated knowledge on the 
causes, prevention, and control of occu- 
pational diseases. Although not by 
choice, they have also rendered a dis- 
tinct contribution by serving as training 
centers for personnel who were later 
to carry on industrial hygiene activities 
in industry and other private groups. 
To them, also, goes much credit for the 
teamwork approach to solving indus- 
trial health problems and the fostering 
of cooperative relationships with other 
oficial and voluntary groups concerned 
with worker health. 

Twenty years ago industrial hygiene 
was a relatively unrecognized profes- 
sion. Today, it is on a firm footing 
with other sciences and the vocation of 
thousands of persons. The services pro- 
vided by state and local units to from 
20,000 to 30,000 industrial establish- 
ments annually, together with the par- 
ticipation of these agencies in local 
institutes, seminars, and teaching activi- 
ties, have helped to build a solid founda- 


tion. 


Future Place of Industrial Hygiene 


Pioneer industrial hygienists may 
well look with pride on the record of 
accomplishment. Their work in lessen- 
ing the occupational disease toll and in 
bringing about the institution of con- 
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trols by industry has been immeasurable 
and may be regarded as another mile- 
stone in industrial hygiene history. The 
current phase of official industrial hy- 
giene programs undoubtedly reflects an 
adjustment to changes in the economic 
and public health patterns of the nation. 

The prevention and control of occu- 
pational diseases and the promotion of 
public health among the working pop- 
ulation is a legal-moral responsibility of 
state and local governments. The serv- 
ices of official agencies must be main- 
tained if they are to measure up to this 
responsibility. Despite the progress 
made in the industrial hygiene field, the 
millenium is far from a reality. Occu- 
pational diseases and accidents are still 
occurring. Sickness absenteeism in in- 
dustry is as serious an economic obstacle 
as it ever was. Millions of workers are 
without basic industrial health services. 
Although the larger industries can solve 
their own problems, the smaller estab- 
lishments usually need to depend on the 
state or local government for assistance. 
Nor is the situation with respect to the 
control of occupational hazards static. 
With the constant introduction of new 
potentially harmful substances and 
processes in a changing technology, new 
hazards must be uncovered and con- 
trolled. This is an important govern- 
mental function and the industrial hy- 
giene agency can properly stay in 
business for this work alone, if for noth- 
ing else. 

A problem that has plagued industrial 
hygiene programs from their inception 
is lack of conviction of the value of such 
programs on the part of those holding 
the purse strings in the state agencies. 
This failure to grasp their full signifi- 
cance may have stemmed in large part 
from the fact that these programs were 
somewhat alien to, and did not concern 
themselves with, the commonly recog- 
nized public health problems. In the 
face of personnel and budget problems 
and indifference, there is need now to 


achieve even greater understanding of 
the purposes and potentialities of in- 
dustrial hygiene to elicit the interest and 
support necessary to the progress of 
these programs. 

A new generation of industrial hy- 
gienists is in the making and the future 
place of industrial hygiene in public 
health rests largely in their hands. With 
diligence, understanding, and support 
they can chart a course which will be 
marked by numerous milestones reflect- 
ing credit on the past and holding bright 
promise for the future. 
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The General Medical Clinic of the 


University of Colorado 


An Experiment in Medical Education and Medical Care 


FRED KERN, JR., M.D. 


Patients are people, not just the 
sites of interesting diseases. Told 
in illuminating detail is the story 
of one promising venture in help- 
ing medical students to put this 
human relations concept into prac- 
tice. 


*} During the past seven or eight years 
a number of American medical schools 
have shown an increasing interest in 
teaching a broadened concept of medi- 
cine and medical care. To some extent 
this has been the result of a widespread 
but not universal feeling that the modern 
medical graduate was becoming a mech- 
anized quasi-scientific robot, devoid of 
knowledge and understanding of the 
human values traditionally attributed to 
the good physician. This feeling de- 
veloped as the natural consequence of 
several features prominent in under- 
graduate medical education. During the 
clinical years in most medical schools, 
the student is usually limited to two 
types of experience; the ward clerkship, 
in which he is concerned almost entirely 
with seriously ill patients; and the so- 
called specialty clinic, in which he deals 
with a part of a patient or an organ 
system or a disease, but has little or no 
time for a broader consideration of the 
individual in whom the disease occurs. 
Under these circumstances the student 
does not have an opportunity to know 
his patient as an individual; to explore 
and to attempt to understand the many 
ways in which his environment in- 
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fluences him; to appreciate the im- 
portance of emotions for bodily 
processes; to practice the principles of 
preventive medicine; or to attempt to 
understand the influence of the patient's 
family and community on his well-being. 
A holistic approach to medicine encom- 
passing these factors has been called 
comprehensive, or total medicine. 

At the University of Colorado, as 
elsewhere, the concept of comprehensive 
medicine has been discussed and taught 
didactically for a number of years. Even 
though the concept was emphasized, it 
was recognized by the faculty that the 
students and staff had no opportunity 
to put into practice much of what they 
learned about it. The search for a 
means to facilitate the teaching and 
make possible the practical demonstra- 
tion of comprehensive medicine were 
thus important influences in the decision 
to establish the General Medical Clinic. 

It has also been widely recognized 
that, while there has been vast improve- 
ment in the medical care rendered by 
hospitals and medical centers during the 
past thirty to forty years, most of this 
improvement has been centered in the 
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care of hospitalized patients and the de- 
velopment of supporting ancillary serv- 
ices. 

The outpatient clinics of most hos- 
pitals have been chiefly organized to 
suit the doctors’ convenience. In the 
better hospitals they often have been 
segmented into a series of separate 
clinics in which a patient could get ex- 
pert medical care for one of several ill- 
nesses or complaints. There is usually 
no clinic in which a patient can place 
himself in the hands of a doctor who will 
be concerned with his total health prob- 
lem, including the organic medical, 
emotional, social, and environmental 
aspects. Often the outpatient clinic 
serves primarily the purpose of screen- 
ing patients for hospital admission and 
neglects the equally serious needs of 
patients who do not require hospitaliza- 
tion. 

The Denver General Hospital, a city 
agency, and one of the two teaching 
hospitals of the University of Colorado 
Medical School, was long aware of the 
need of improving the quality of medical 
care rendered to its ambulatory medi- 
cally indigent patients. Its interest in 
ambulatory patient service admirably 
complemented the interest of the Medical 
School in teaching and demonstrating 
comprehensive medicine to its students. 
The converging interests of the Medical 
School and Denver General Hospital led 
to the exploration of possible areas of 
collaboration in the field of ambulatory 
care and resulted in « plan for the Gen- 
eral Medical Clinic which was completed 
in 1951. Financial support was obtained 
from the Commonwealth Fund and, 
after a period of organizational effort, 
the clinic was initiated in June, 1953. 


Organization 


Since the practice of comprehensive 
medical care involves crossing depart- 
mental lines without respect for medical 
school tradition, the clinic was originally 


developed and has subsequently oper- 
ated as an interdepartmental function. 
Its administration is guided by a com- 
mittee composed of the heads of the De- 
partments of Internal Medicine, Pedi- 
atrics, Psychiatry, Surgery, Obstetrics 
and Gynecology; the dean of the Med- 
ical School; the director of the Medical 
Center; and representatives of the De- 
partment of Preventive Medicine and 
Public Health; and of the administration 
of Denver General Hospital. This com- 
mittee is responsible to the Executive 
Committee of the faculty of the medical 
school and the Executive Committee of 
the medical staff of Denver General Hos- 
pital. 

The clinic staff consists of an educa- 
tional director, who is an internist; one 
other full-time internist; five half-time 
internists; one full-time pediatrician; 
two half-time pediatricians; a half-time 
psychiatrist; a part-time surgeon; and a 
part-time obstetrician and gynecologist. 
In addition, a number of internists and 
pediatricians, from both the full-time 
and volunteer faculty of the medical 
school, each tutor one or two sessions 
per week, At each clinic session there 
are five internists and two pediatricians, 
and in most, consultants in psychiatry, 
surgery, obstetrics and gynecology, and 
various special areas of internal medi- 
cine are present. The clinic is, there- 
fore, able to provide in a single setting 
service to pediatric patients and adult 
medical patients, as well as most of the 
consultation services they require. 
About two-thirds of the patients are 
adults; the other one-third are children. 

The patients are cared for by residents 
and senior medical students working 
under the supervision of the staff. Be- 
cause the clinic was designed partly as 
an eaucational experiment and because 
facilities are not adequate to handle the 
entire class of 80, only one-half of the 
senior students participate in the pro- 
gram. One-fourth of the class (20) is 
assigned to the General Medical Clinic 
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for two quarters of the academic year 
(about 23 weeks) and another fourth of 
the class is in the clinic the other two 
academic quarters. During this time 
they spend five one-half days per week 
actually in the General Medical Clinic. 

Six general practice residents each de- 
vote five or six half-days per week to the 
clinic for six months and thereafter two 
half-days per week for as long as they 
are in the general practice residency 
program. Medical residents also par- 
ticipate in the clinic two one-half days 
per week for a period of from four to 
eight months. 


Objectives of the 
General Medical Clinic 


Because there have been numerous 
misunderstandings and misconceptions 
about this type of program, a primary 
purpose of this paper is to be as specific 
as possible about our objectives. The 
term, comprehensive medicine, has been 


the source of much confusion. Our 
definition of comprehensive medicine is 
such that the term can be used synony- 
mously with “sound medical practice,” 
or perhaps “ideal medical practice.” 
Comprehensive medicine simply implies 
that the physician, or one or more of 
his team of associates under his direc- 
tion, must provide or assist in providing 
whatever is necessary and feasible for 
the patient’s total health. Although we 
make no pretense of knowing all of the 
necessary conditions for the achievement 
of this goal, some of them at least can 
be partially isolated and described. 

It is obvious that the scientific knowl- 
edge, intellectual curiosity, conscientious 
attention to detail, and the constant 
stimulation of research that have long 
been responsible for the high quality of 
all medicine are necessary componeats 
of comprehensive medicine. The extent 
to which these are embodied in a service 
and teaching program is dependent upon 
the medical staff and upon the presence 


of a cooperative hospital environment 
which makes available the necessary 
facilities. This important objective can 
only be achieved by utilizing as teachers 
the same faculty members who are re- 
sponsible for ward teaching and the 
clinical research programs of the med- 
ical center. The integration of ali these 
components of comprehensive medicine 
in the General Medical Clinic program 
is assured by the active participation of 
most of the full-time and half-time mem- 
bers of the Departments of Internal 
Medicine and Pediatrics, as well as 
many of their colleagues in the other 
clinical departments. 

Closely related is another equally im- 
portant goal. The comprehensive care 
program must provide an opportunity 
for medical students, graduate and un- 
dergraduate, to learn at least as much 
about fundamental medical concepts, 
facts, and skills as in the classically 
organized specialty clinics. No part of 
the large body of scientific and empirical 
knowledge necessary in medical educa- 
tion and practice can be sacrificed. It 
is believed that in the General Medical 
Clinic the students learn more, not less, 
than in the usual outpatient department. 
The patients they see have the same dis- 
eases and the quality of instruction is 
essentially similar, but the stimulation 
to learn is greater. Knowledge of clin- 
ical medicine cannot be acquired by 
rote: the best learning takes place in 
situations that are meaningful. It is 
well known that the greatest stimulus 
to learning medicine is to be given re- 
sponsibility for patients. Students and 
residents in the clinic are made to feel 
responsible for their patients and initia- 
tive and independence of thought and 
action are encouraged. A continuing 
effort is being made to determine ob- 
jectively whether General Medical Clinic 
students learn more or less medicine 
than those not in the program. 

Essential to the practice of compre- 
hensive medicine is a continuing rela- 
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tionship between patient and physician. 
Continuity of patient contact will facili- 
tate the development of an appropriate 
physician-patient relationship and con- 
tribute to the acquisition of a useful 
knowledge of the patient as an indi- 
vidual, as well as to an understanding of 
the course of his disease. Ideally, a 
single physician should assume responsi- 
bility for the patient’s total medical 
problems. He should, in addition to 
utilizing his own knowledge and skills, 
become a channel through which other 
specialized knowledge and advice can, 
when necessary, be drawn upon for the 
benefit of the patient. Thus, the physi- 
cian must assume and retain a central 
role in all consultations, so that responsi- 
bility for the patient is not divided 
among several individuals. Although 
theoretically the physician-patient rela- 
tionship should probably exist for a life- 
time, it is impossible to achieve this 
ideal in any kind of institutional pro- 
gram. In the clinic medical students 
can follow their patients for as long as 
six months, residents for as long as two 
or three years. They may be supervised 
by the same medical staff throughout 
this period of time. It is apparent that 
often this is not long enough for either 
the student or the patient, but it is, how- 
ever, a considerably longer time than the 
usual teaching clinic affords. In the 
future, student time in the clinic may 
be lengthened, but it is not feasible to 
do so at present. 

The importance of interpersonal rela- 
tionships within a family and _ their 
effect upon an individual patient does 
not need emphasis. It is impossible to 
practice complete medical care without 
appropriate consideration of these rela- 
tionships and some understanding of the 
social structure of families. Even 
though it could be successfully argued 
that such relationships are important for 
every patient, their relative importance 
varies. In the clinic the .elationship of 
the patient to his family is taken into 


account in almost every instance. In 
some cases this is accomplished through 
working with the patient alone. In 
others, because of the nature of the emo- 
tional or medical problems encountered, 
it becomes necessary to deal directly 
with the other family members con- 
cerned. When it is learned that other 
family members need medical or pre- 
ventive services, arrangements © are 
made for them to come to the clinic and 
be placed under the care of the student 
or resident responsible for the original 
patient. This extension of care to the 
patient’s family is determined solely by 
the individual needs of the patient or his 
family. In addition to the fact that he 
may become concerned with the family 
problems of any of his patients, each 
student is routinely assigned a family, 
selected because it includes at least one 
chronically ill patient and several chil- 
dren, for whom he serves as family 
physician for six months. An integrated 
family program is made possible only 
through the cooperation of the Depart- 
ments of Medicine and Pediatrics in en- 
couraging the inclusion of adults and 
children in one clinic. It is believed 
that these practices permit the realistic 
achievement of both service and educa- 
tional aims. Medical care is extended 
into families as it is needed and students 
actively participate in a manner that 
seems purposeful to them. 

An additional necessary condition for 
the practice of comprehensive medicine 
requires that a single physician be re- 
sponsible for the patient not only in the 
outpatient clinic but whenever necessary 
in the home and on the hospital ward. 
At the General Medical Clinic, medical 
students provide closely supervised home 
care for the patients in their assigned 
families. A small number of additional 
carefully selected patients also receive 
home care. This does not include all 
patients for a number of reasons: (1) 
it is believed that in general better med- 
ical care can be rendered in the clinic 
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than in the home; (2) the time con- 
sumed in home visits, if they were made 
on a large scale, would require the sacri- 
fice of other probably more important 
activities; and (3) most of our patients 
de not have homes in which adequate 
home care is feasible. 

With the present organization of most 
hospitals it is virtually impossible for a 
physician to be responsible for the same 
patients on a ward and in a clinic. This 
goal, however, has been partially 
achieved by our clinic since the medical 
students spend three half days per week 
for 12 weeks—half of their clinic assign- 
ment—in a modified clerkship on the 
medical wards of Denver General Hos- 
pital. During this time they are assigned 
as clinical clerks to their clinic patients 
who may be hospitalized. In addition, 
they acquire other ward patients, ad- 
mitted through the Emergency Room or 
elsewhere, who are then discharged to 
the care of the student in the General 
Medical Clinic. The students, therefore, 
are able to maintain essentially the same 
relationship with some of their patients 
during both their hospitalization and 
period of ambulatory treatment. 

Preventive medicine is not held to be 
a separate discipline, but is included as 
an integral part of sound medical prac- 
tice. All preventive measures of proved 
value are included in the care of Gen- 
eral Medical Clinic patients. In addi- 
tion, a public health nurse is an im- 
portant member of the clinic staff. Since 
her position in a comprehensive care 
clinic was vague and ill-defined at the 
beginning, most of her duties have 
evolved gradually. These include: (1) 
serving as liaison between the clinic and 
the public health agencies of the city, 
particularly the Visiting Nursing Serv- 
ice; (2) promoting health education by 
teaching certain fundamentals of pre- 
ventive medicine to many types of pa- 
tients, including diabetics, pregnant 
women, and mothers of infants; (3) 
teaching the same health education 
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measures, as well as the educational 
technics, to students, residents, and 
staff; (4) assuming major responsibility 
for procedures for maintaining contact 
with patients who do not keep clinic 
appointments—an important function in 
the practice of comprehensive medicine; 
and (5) correctly routing incoming tel- 
ephone calls from clinic patients who 


have current medical problems. All of - 


these functions contribute materially to 
the inclusion of practical preventive 
medicine in the structure of compre- 
hensive medical care. 

The social and cultural aspects of 
comprehensive medical care are again 
not treated as specific separate entities, 
but as component parts of the philosophy 
and practice of comprehensive medicine. 
Social and cultural problems are con- 
sidered in every patient as are organic 
medical problems and their relative im- 
portance is determined for each indi- 
vidua! patient. Not only is this en- 
couraged by the medical staff, but both 
students and staff receive guidance in 
the interpretation and understanding of 
these phenomena from a social service 
staff consisting of one supervisor and 
two social workers. They do not see 
every clinic patient, but only those re- 
ferred for specific problems. (During 
the first year of clinic experience, 27 
per cent of all patients were so re- 
ferred.) The close relationship with a 
medical school sociologist who routinely 
participates in clinic conferences has 
been a stimulus to a constructive ap- 
proach to social and cultural influences. 
Those aspects of a patient’s total health 
that are related to his family, com- 
munity, and ethnic environment are 
routinely taken into account. Success 
in handling these is often limited by the 
extreme complexity of the problems 
patients present and by the wide social 
distance that sometimes exists between 
patients and clinic medical personnel, 
making effective communication diffi- 
cult. 
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Another important part of compre- 
hensive medicine and an important goal 
of the General Medical Clinic is the 
evaluation and treatment of emotional 
problems. This, again, is not con- 
sidered as a separate activity, but the 
emotional problems of all patients are 
investigated and in so far as possible 
are handled in accordance with their im- 
portance to the individual patient. The 
routine consideration of the personal 
problems of every patient is encouraged 
by the clinic medical and social service 
staffs. A psychiatrist is present in the 
clinic for one-half of its sessions to pro- 
vide expert consultation and guidance. 
He does not treat patients, but he super- 
vises the students, residents, and medical 
staff in the management of emotional 
disturbances, as well as in the under- 
standing of some of the complexities of 
the physician-patient relationship. 

Still other conditions are necessary 
for the successful practice and teaching 
of comprehensive medical care. It is 
apparent that the physician, in this case 
a graduate or undergraduate student, 
must have available to him ample time 
to investigate and to manage all of the 
many problems that any patient may 
present. He must not be so overbur- 
dened with patients that he does not have 
time to reflect upon their problems, seek 
consultation, and read—so that he may 
furnish optimum care. In the clinic 
this has been managed by permitting 
each student as much time as he needs 
for the initial work-up of a patient— 
usually around two hours—and by 
strictly limiting the number of revisits 
per physician for any clinic session. 
Although students are allowed one hour 
and residents 30 minutes for each re- 
visit, they may request as much time as 
they need for consultation or extensive 
exploration of the patient’s history. 

It is apparent that the successfu! prac- 
tice of comprehensive medical care re- 
quires the development of an appropri- 


ate physician-patient relationship. Such 
a relationship can be achieved only 
when the student is made to feel re- 
sponsible for his patient. At first glance, 
responsibility appears to be contradic- 
tory to the clear-cut need for close super- 
vision of students. Experience has 
shown, however, that they are not con- 
tradictory, but rather that they can exist 
simultaneously without conflict. This is 
made possible through a clear under- 
standing on the part of students and 
staff as to the specific functions of each. 
Students are eager to form a good re- 
lationship with patients and the staff is 
careful not to interfere with the rela- 
tionship. Although the history of each 
patient is reviewed in detail, and each 
patient is examined by at least one staff 
internist or pediatrician, all advice and 
recommendations are made to the stu- 
dent, who in turn presents it to the pa- 
tient. The same procedure is followed 
by the consultants who also make their 
recommendations to the responsible 
student or resident. All of the staff are 
freely used and, of course, all decisions 
affecting the welfare of individual 
patients are approved by them. 


Summary 


The General Medical Clinic is an at- 
tempt on the part of the University of 
Colorado Medical School and Denver 
General Hospital to introduce the con- 
cept and practice of comprehensive med- 
ical care into their educational and 
ambulatory patient care programs. The 
objectives of the General Medical Clinic 
have been outlined. By taking into con- 
sideration the total health needs and 
problems of the patient and by making 
available to the student the requisites of 
adequate time, patient responsibility 
under supervision, and continued ex- 
perience with the same patients, it is 
believed that the objectives of the clinic 
are being achieved. 
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New Horizons in Sanitary 


Engineering Research 
MARK D. HOLLIS, C.E., F.A.P.H.A. 


This penetrating look into the fu- 
ture will open the minds not only 
of the sanitary engineers, for whom 
the exploratory projection was un- 
dertaken, but of all of us wherever 
our current concerns may lie. 


*} Sanitary engineering is undergoing 
a major reorientation to meet the chal- 
lenge of the changed and changing im- 
pacts on man’s environment. Not that 
the philosophy and objectives of sani- 
tary engineering have changed—these 
have existed since the profession was 
founded about 1890. Not only are there 
many new complexities in the environ- 
ment due to technologic impact, but the 
tempo of change is accelerating. Just 
as the practice of medicine has had to 
be readjusted to conform with major in- 
creases in normal life expectancy and 
with the relative subsidence of infectious 
disease as compared with organic and 
disintegrative ailments, so sanitary engi- 
neering practice and its supporting re- 
search require a stimulating, if not an 
“agonizing” reappraisal. This transi- 
tion in sanitary engineering has not 
been unexpected and, approached with 
intelligence, need not cause dislocations. 

One constant in the social organiza- 
tion is the certainty of change. The 
ecologic system of which humanity is a 
part undergoes major changes with 
every significant shift in balance re- 
specting its individual components. To 
illustrate, if the economic pressure of 
metal shortage requires that plastics be 
produced in quantity to provide struc- 
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tural materials, then it is inevitable that 
occupational hazards of a different 
character will appear, that the air will 
become the carrier of different sorts and 
amounts of pollutants, that the adjacent 
streams will receive wastes of a new 
kind, and that multiple new impacts on 
the physiology and psychology of man 
will therefore be presented. 

Since its surprisingly vigorous incep- 
tion as a profession many years ago, 
sanitary engineering has tended to face 
its task of maintaining a clean, accept- 
able human environment in a more or 
less static sense. The urgency of most 
situations has required that sanitary 
engineering practices be mostly expedi- 
encies. We have done exceptionally 
well with the problems of providing 
clean water and safe food. Efforts in 
air and shelter have thus far received 
little support because people have gen- 
erally not been feeling any “pinch” in 
these areas. Our current operational 
concepts have therefore become some- 
what inflexible and related to historical 
mileposts in human progression, rather 
than to the ever-changing and frequently 
altogether new relationships occurring 
between man and his environment. 

Now, after a period of revolution in 
technology, transport, communication, 


Mr. Hollis is assistant surgeon general and 
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fare, Washington, D. C. 
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social and economic organization, and 
population shift, we find ourselves to a 
considerable degree unequipped with the 
tools and knowledge necessary to cope 
with our impending job. This thesis 
probably needs no defense before a 
group of engineers who have been face- 
to-face in recent years with sewage and 
industrial waste problems. Even mu- 
nicipal sewage has assumed new and 
sometimes baffling characteristics due to 
the rapid introduction of synthetic de- 
tergents in the home and of countless 
new chemicals in industrial wastes. 
Even refuse disposal is complicated by 
changes in nutritional patterns imposed 
by altered availability of foods. Most 
of our major streams are receiving in- 
dustrial and agricultural effluents con- 
taining substances not even known to 
exist on the laboratory shelf 10 years 
ago—substances about which we know 
little or nothing of the toxicity, of per- 
sistence in the stream, or of detection 
and measurement. In a phrase, the 
complexities of man’s activities are 
being reflected in the increasing com- 
plexity of his filth. 

Sanitary engineering requires new in- 
formation, new tools, new patterns of 
survey and assessment, new perspec- 
tives to enable assessment of the array 
of environmental impacts and the de- 
velopment of means for their control. 
Research can provide these things if the 
objectives of the engineer are made clear 
to the researcher and if the engineer is 
willing and able to sell his needs to the 
scientific disciplinarian as a series of 
challenging, intellectually satisfying 
problems. The lack of scientific “sex 
appeal” in the classical sanitary engi- 
neering milieu of coliforms, MPN’s, 
BOD’s, feces, sludge, garbage, unde- 
fined wastes, odors, and tastes, is 
scarcely an incentive to research prog- 
ress. But couched in terms of the 
impact of such hazards to health as 
complex synthetics, radioactivity, atmos- 
pheric and aquatic synergism and an- 


tagonism, chronic toxicity of trace 
chemicals, water-borne viruses, air-borne 
microorganisms, and the like, these 
offer a very different order of attractive- 
ness to scientists of high caliber. 

The products of scientific research, in 
this as in other fields, seldom find their 
way into general practice until many 
years after first delineation of principles. 
Defenders of the public health correctly 
tend toward conservatism in acceptance 
of new practices. It is necessary there- 
fore that research be aimed, so far as 
possible, at providing the facts, tools, 
and technics which engineers will need 
to meet future problems. The mem- 
brane filter technic is illustrative. Its 
general form and procedures for its use 
are now at least 10 years old; yet more 
years will pass before its potential is 
fully applied. This being the case, re- 
search objectives—horizons if you will 
—must be set by reference to current 
trends recognizing that the environ- 
mental system of man is not static. What 
are the trends perceptible now which can 
be translated into challenging scientific 
objectives? 

It is almost a boring repetition to 
point out that our industrial volume is 
increasing exponentially and that the 
corresponding amounts of strange sub- 
stances being dumped into our essential 
nutrients (air, water, and food) are 
increasing in proportion. On the other 
hand, recognition of qualitative change 
has not been too general. How many 
times have we seen BOD, dissolved 
oxygen, MPN, and phenol concentration 
used as the sole parameters in deter- 
mining the quality of water receiving 
wastes from a refinery or penicillin 
plant, or from a producer of organic 
synthetics? Although these indicators 
were suited to the needs of other times, 
overextension in their use by default is 
no solution to the newer problems. There 
is increasing evidence of water-borne 
virus diseases; yet we have no prac- 
ticable methods for detecting their 
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presence in water, nor any firm knowl- 
edge of the capacity of ordinary treat- 
ment facilities to remove them. 

There is abundant evidence of the 
presence of a tremendous number of 
new complex organic substances in sur- 
face waters and in the air we breathe; 
however, we have almost no practical 
means of detection or identification, 
little knowledge of their fate in streams 
or processing plants, and even less in- 
formation as to the quantities tolerable 
by man over long periods. 

There is increasing understanding 
that mixtures of substances in water and 
air interact to form new complexes; the 
circumstances under which these reac- 
tions occur are generally not known; 
and the significance of the end products 
in terms of human well-being is a mys- 
tery. Further to challenge and baffle 
the researcher certain pairs of simple 
substances, relatively harmless indi- 
vidually, are known to be toxic when 
present together. For example, syner- 
gisms of the sort observed between 
copper and zinc are paralleled by an- 
tagonisms which render very dangerous 
materials innocuous when in the pres- 
ence of other substances. One can no 
longer be sure of the quality of water, 
air, or food by application of the classi- 
cal yardsticks. 

Probably no single factor is of such 
significance in environmental sanitation 
as the increasing pressure of population. 
This “changing environment” of past 
reference is in reality a symptom of 
man’s increasing presence. As he as- 
sunies a significant magnitude in rela- 
tion to his supporting structures, the 
relative values to man of certain en- 
vironmental components is subject to 
change. In some areas the availability 
of water, as well as its quality, is again 
becoming a significant factor. In fact, 
in present-day living the relationship 
of water to life must consider the 
quantity and quality factors as insepa- 
rable. In a similar way, the exhaustion 
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of fixed nitrogen and phosphates in cer- 
tain areas has led to reclamation of 
these components in human wastes as a 
supplement to food production. Even 
in our own land the relative decrease in 
availability of agricultural resources, 
such as fixed nitrogen, phosphates, and 
soil conditioners has been reflected in 
notable increases of dollar value placed 
on fertilizers. It is anticipated that this 
trend will continue. As the relative 
abundance of basic resources decreases, 
the energy and dollar costs of conserva- 
tion are more readily borne by the com- 
munity. Where men suffer for lack of 
water or food they do not hesitate to 
expend whatever is necessary to provide 
these essential items. Again, the ex- 
pedient factor comes into play. 

We are witnessing a substantial surge 
of interest in processes for recovery and 
reuse of the valuable materials hereto- 
fore regarded as wastes. Dried sludge 
is finding increased acceptance, vitamin 
B-12 is being recovered from sewage in 
quantity, solid wastes are being com- 
posted for reutilization in a few places, 
and noteworthy progress has been made 
toward conversion of sewage into a 
usable algal food. These can be re- 
garded as symptoms of a trend which 
will be accelerated as population pres- 
sure increases. 

One can foresee the time when the 
deliberate dispersal and disposal of 
sewage, garbage, and industrial wastes 
—without recovery of valuable com- 
ponents—will be looked upon as we now 
view destruction of forest or pasture 
land. Availability of prolific energy 
could, of course, avert such a situation. 
In summary, where the sanitary engi- 
neering objective has been “waste dis- 
posal,” it may now, and with profit, be 
shifted to include waste conversion and 
reuse. In a . ory substantial way sani- 
tation will be facilitated by showing man 
how he can supply some of his basic de- 
mands by reusing what he already has. 

In still another sense technologie 
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advance and population increase are cre- 
ating new challenges for the researcher 
concerned with environmental sanita- 
tion. The forms of our social integra- 
tion are changing rapidly because 
transport is easier, housing technics are 
in a state of flux, the urban-suburban 
population balance is shifting, less 
favorable land areas are being settled, 
and availability of essential water sup- 
plies may be extended to many new 
areas with development of salt water 
reclamation and of weather modifica- 
tion. 

The energy requirements for develep- 
ment of a modern civilization have given 
rise to concern and to efforts to sup- 
plement the available reserves by tap- 
ping the atom and the sun. Construc- 
tion of nuclear power reactors, now in 
progress, introduces into our environ- 
ment a new type of waste, the impact 
of which is not yet fully predictable. 
Should large quantities of radioactive 
wastes result from these processes, 
satisfactory means for their disposal—or 
reuse-—will have to be developed. 

Such problems related to new tech- 
nics in social and economic integration 
are parallelled by human progress in 
the technics of disintegration. Warfare 
has always accented the necessity of 
environmental sanitation. With the ad- 
vent of nuclear devices and biologic and 
chemical weapons directed at populated 
areas, the sanitary engineer becomes a 
front-line fighter. His equipment for 
this purpose will have to be unorthodox 
and for the most part remains to be de- 
veloped. Technics for sanitary control 
under forseeable emergency conditions 
need to be found, reduced to practi- 
cality, and incorporated into the arma- 
mentarium of every sanitary engineer. 

The activation of the Robert A. Taft 
Sanitary Engineering Center at Cincin- 
nati is indicative of the rapid develop- 
ment of governmental recognition of the 
need for research and investigation in 
these and related areas. Obviously, the 


task is so enormous, the roots of the 
solutions so various that a large segment 
of the total research potential of the 
nation could profitably be devoted to 
them. It is hoped that the Sanitary 
Engineering Center may serve in some 
measure as a hub of national interest in 
environmental problems by serving as a 
catalyst for the total academic and in- 
dustrial research effort. 

In conclusion, we must recognize that 
there is no simple formula which might 
be applied to secure the necessary 
progress in sanitary engineering re- 
search. As we face the problems of our 
environment today, emerging with all 
their complexities, the prospects for 
sanitary engineering might be consid- 
ered as either encouraging or discour- 
aging—discouraging because of the ex- 
tremely rapid development of problems 
in so many diverse aspects of environ- 
ment, many of which will have to be 
approached without much _ guiding 
precedent—and encouraging for these 
very same reasons. It is pioneering 
that offers the fascinating challenge. 

With respect to the Taft Sanitary 
Engineering Center, two basic philoso- 
phies are apparent. First, that an insti- 
tution of this type cannot attract and 
retain and promote scientific compe. 
tency if it is geared to an assembly-line 
production schedule, and second, that 
the authorization that established this 
center and the public imoneys that will 
support it do not provide for the mainte- 
nance of a scientific environment solely 
for the purpose of stimulating original 
scientific knowledge. These two philoso- 
phies need not be incompatible. The 
problem is to maintain a resultant which 
represents the proper mean between 
these two extremes. 

Close collaboration of the ceater with 
the universities and other research re- 
sources of the nation should result in 
stimulating the research so urgently 
needed. We look forward to serving 
our research colleagues in the siates, the 


| 
a 
| 
— 


SANITARY ENGINEERING RESEARCH VOL. 45 = 57 


universities, and industry in whatever 
manner will best serve the public in- 
terest. The primary energies of the 
center will be directed toward those 
problems national or regional in char- 
acter and generally beyond the resources 
of individual state institutions and in- 
dustries. 

In developing the pattern of operation 
for the center, two questions emerge: 
How best to develop the atmosphere re- 


quired to attract and retain the kinds of 
people necessary to accomplish the 
center’s mission? How best to develop 
and maintain coordination between the 
applied activities of the center and the 
more basic research carried out by the 
universities ? 

The intelligence with which we are 
able to manage these two problems in a 
large measure will determine the success 
of the enterprise. 


Cooking Recipe for a Medical Care Project 
The Medical Care Section would like the American Journal of Public Health 


to note the versatility of its members. 


At the Buffalo luncheon meeting of the 


Section, we discovered that our outgoing president was a chef of note. At the 
meeting he read a recipe which is being submitted for publication in the Journal 
by popular and vociferous demand of these Section members who were present 


at the luncheon. The recipe follows: 


(Prepared and recommended by Franz Goldmann, M.D.) 


Remove all fat from project. 


Soak overnight in prudence to remove excess salt. 


Rinse repeatedly in honesty. 


Place in baking dish buttered with integrity. 
Season with a tablespoon of optimism. 


Add 2 cups of enthusiasm. 


Cook thoroughly with perseverance. 
Serve steaming hot with or without a sprinkling of concession. 
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The Distribution of Cancer 


Mortality in Ohio 


THOMAS F. MANCUSO, M.D., M.P.H.; ELIZABETH M. MACFARLANE, M.P.H.; 
and JOHN D. PORTERFIELD, M.D., M.P.H., F.A.P.H.A. 


The purpose of this study is three- 
fold: to obtain some idea of the 
adequacy of death certificates for 
epidemiologic purposes, to pro- 
vide mortality base lines for future 
studies, and to determine if there 
is a tendency toward the concen- 
tration of cancer sites in geographi- 
cal areas. 


It is the function of a state health de- 
partment to maintain and protect the 
health of population groups. Although 
the routine and traditional provision of 
services is one approach, the application 
of epidemiologic principles to isolate 
and identify detrimental factors is of 
major importance and of substantial 
effect. This philosophy has been applied 
during the past five years by the Ohio 
Division of Industrial Hygiene actively 
engaged in the study of several cancer 
sites as they may relate to the industries 
within the state. Among the lines of 
investigation followed was an explora- 
tory study of the geographical distribu- 
tion of certain cancers in Ohio.** 

The sites selected for the most part 
comprise those for which there is some 
evidence to consider industrial processes 
in their etiology. A few others were 
selected because of the comparatively 
little epidemiologic information regard- 
ing them. Since the labor force of Ohio 
is predominantly white males within the 
25-64 year age group, the study re- 
ported here is largely limited to such 
persons; however, certain comparisons 


with native and foreign born of the 
saine ages appeared desirable and have 
been made. This study represents the 
major findings in the exploratory in- 
vestigation. 


General Procedures 


1. This exploratory study is devoted 
to an analysis of cancer deaths of se- 
lected sites by county among resident 
white males, 25-64 years of age, as well 
as white foreign born males. All deaths 
in the study were assigned to the place 
of residence of the deceased and only 
those who were residents of Ohio were 
included. 

2. The data relating to cancers of the 
lymphatic and hematopoietic tissues, 
buccal cavity and pharynx, esophagus, 
stomach, pancreas, prostate, and kidney 
were taken from the “state summary 
sheets” for the years 1949-1952. The 
group represented a test of the readily 
available data of a department of health 
as a means of state screening of cancer 
sites without recourse to any other 
sources of information. 

The data for the cancers of the 
bladder, larynx, lung, and tumors of the 
central nervous system, and the leu- 
kemias were derived by the “hand-leaf- 
ing” of all death certificates in Ohio for 
the years in which the data were not 
available from the state tabulations on 
summary sheets for the proper cause of 
death code as well as color and residence 
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requirements for the years in the periods 
1947-1951 and 1944~-1952.* 

3. The average population of males 
25-64 years of age, by color, in the age 
groups 25-44, 45-54, and 55--64 was 
estimated for each county and for Ohio 
for the period of years included in each 
study. These estimates were made by 
assuming an arithmetic increase from 
1940 to 1950. The 1951 and 1952 esti- 
mates + were apportioned on the basis 
of the distribution of the 1950 popula- 
tion. 

4. Average annual age-specific death 
rates for cancer of selected sites among 
Ohio white males were then computed. 

5. For each county the expected num- 
ber of deaths among white males, 25-64 
years, due to cancer of a selected site 
was obtained by applying the observed 


* The code cause of deaths listed in the 
International Statistical Classification of Dis- 
eases, Injuries, and Causes of Death used in 
the study for the different years was as fol- 
lows: 


Fifth Sixth 
Cancer Sites Revision Revision 
1, Lymphatic and 
hematopoietic 
tissues 200-205 
2. Buceal cavity 
and pharynx 140-148 
3. Esophagus = 150 
4. Stomach wwe 151 
5. Pancreas “A 157 
6. Prostate 177 
7. Kidney 180 
8. Bladder 52B 181 
9. Larynx 47A 161 
10. Lung (includes 
trachea and 
bronchus) 47B-trachea 162 
47C-bronchus 
47D 163 
1l. Tumors of 
central nerv- 
ous system 54A and 54B 193 
56D 223 
57D 237 


12. Leukemias and 
aleukemias 74A and 74B 204 


+ Biometrics and Records Unit estimates 
(Ohio Department of Health), July 1, 1951, 
and 1952. 


age-specific death rates of Ohio to the 
population of the county. 

6. For the purposes of the urban-rural 
comparison, the counties of Ohio were 
divided into three groups: (a) Eight 
metropolitan counties with cities of 
100,000 population or more in 1950 
(Cuyahoga, Franklin, Hamilton, Lucas, 
Mahoning, Montgomery, Stark, and 
Summit). Ninety-one per cent of this 
population is classified as urban; (b) 


seven urban counties, ones with 50,000, . 


or more, persons living in urban areas 
(1950 census definition) but not having 
cities of 100,000, or more, in 1950 
(Allen, Butler, Clark, Columbiana, 
Lorain, Richland, and Trumbull). 
Sixty-six and two-tenths per cent of this 
population is classified as urban; and 
(c) the remaining 73 counties, areas 
with less than 50,000 persons living in 
urban areas (1950 census definition) in 
1950. (Only 41.4 per cent of this popu- 
lation is classified as urban.) 

The expected deaths for each group 
were obtained by the procedures de- 
scribed under items 4 and 5 and com- 
pared with deaths actually observed. 
Expected deaths so obtained divided 
into the number actually observed gives 
a ratio which when multiplied by 100 
gives a standardized mortality ratio. 
This is a ratio, adjusted for age by the 
indirect method for the total state rate 
and may be interpreted as a percentage 
of the state rate. Comparisons of cancer 
experience among the counties were 
made by means of this ratio. 

7. In comparing the white foreign 


Dr. Mancuso is chief, Division of Industria! 
Hygiene, Ohio Department of Health, Colum- 
bus, Ohio; Miss Macfarlane is supervisor, 
Statistical Analysis and Reports, North Caro- 
lina Board of Health, Raleigh, N. C.; and 
Dr. Porterfield is director, Ohio Department 
of Mental Hygiene and Correction, Colum! us, 
Ohio. 

This paper was presented before the 
Epidemiology Section of the American Public 
Health Association at the Eighty-second An- 
nual Meeting in Buffalo, N. Y., October 12. 
1954. 
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born males with native white males, the 
age distribution of the foreign born 
population in each of the eight standard 
metropolitan areas in the 1950 census 
was used as a basis for distributing the 
foreign born population in the eight 
metropolitan counties by age, since only 
the number but not the age distribution 
of the county foreign born was available. 
By this means the native and foreign 
born white males were estimated for the 
four age groups-—-25—44, 45-54, 55-64, 
and 65 and over in the eight counties. 
Expected deaths for each group were 
obtained by applying the age- and site- 
specific death rates for white males re- 
siding in all eight counties for the 
appropriate native and foreign born 
white population. Comparisons between 
native and foreign born were then made 
through standardized mortality ratios 
computed as previously described. A 
similar procedure was followed for 
Cuyahoga County. 


Accuracy of ‘Death Certificate Data 


Death certificates provide a source of 
epidemiologic material readily available 
to all health agencies.*:° Frequent criti- 
cism, however, has been directed at their 
use for this purpose. It therefore seemed 
desirable to examine the accuracy of 
cause of death as given on the death cer- 
tificates. Numerous studies of the accu- 
racy of death certificates have been 
reported. For the most part these 
studies deal with some particular hos- 
pital experience and do not reflect 
deaths occurring in a certain area. We 
have been interested in this question and 
the effect that “confirmation of diag- 
nosis” would have on the distribution of 
cancer mortality. Related, too, is the 
cost and time required in tracing for 
each case, all previous medical and 
surgical aspects of diagnosis in order 
to obtain the necessary data for proper 
classification of “confirmation.” If the 
confirmation of diagnosis does not 


materially change the distribution of the 
areas or population at risk, then the 
effort might be economically deferred 
from the initial screening and confined 
to a smaller group, those in whom an 
apparent excess of cancer mortality had 
been uncovered. 

In order to get some idea of death 
certificate adequacy in Ohio a site was 
selected which is particularly difficult to 
diagnose, tumors of the brain and cen- 
tral nervous system. Abstracts of all 
male deaths, ages 25-64, due to primary 
tumors (cancer, nonmalignant tumors, 
and unspecified tumors) of the brain 
and central nervous system which 
occurred in Ohio in the years 1944— 
1952 were obtained from the records of 
the Division of Vital Statistics. These 
records were reviewed by county of 
residence, by age, and by cause of death 
as shown on the death certificate. 

Cause of death coding during the 
period of this study was done under both 
the Fifth and Sixth Revisions of the 
International Statistical Classification of 
Diseases, Injuries, and Causes of Death. 
Since inclusions under the codes for 
tumors of the brain and central nervous 
system in these two revisions were not 
identical, it was necessary to review the 
causes of death very carefully to be sure 
that the data over the nine-year period 
were comparable and adjustments in 
coding were made accordingly. 

A follow-up was made on the tumors 
of the central nervous system in an effort 
to determine whether deaths coded as 
due to primary central nervous system 
tumors on the death certificates were 
actually due to this cause. All available 
sources were used in an effort to estab- 
lish the diagnosis conclusively. Letters 
were sent or personal visits were made 
to the physician in attendance at the 
time of death and contact was made with 
previous physicians or surgeons from 
whom the deceased had sought medical 
care. If the person was attended or 
died in a hospital, the hospital was 
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visited for additional information and 
results of any surgery or autopsy. 

As a result of the investigations, 
deaths were classified into five groups 
for study as follows: 

Group I—deaths due to tumors of the 
brain and central nervous system speci- 
fied by histological examination follow- 
ing autopsy, biopsy, or surgery. 

Group I1—deaths due to tumors not 
verified as primary by histological evi- 
dence but either: (1) A biopsy, surgery, 
or an autopsy was performed and no 
report of the histological examination 
was available or could be located, or the 
report did not provide sufficient histo- 
logical information; or (2) x-rays, 
angiograms, or ventriculograms verified 
the diagnosis of a space occupying 
lesion and there was no evidence to sug- 
gest that the tumor was not primary. 

Group II1]—deaths due to tumors 
diagnosed as primary only on the basis 
of case history and clinical evidence. 

Group [V—deaths verified as _pri- 
mary tumors of sites in the brain, but 
not included in the original listing of 
tumors of the brain and central nervous 
system. 

Group V—deaths due to causes other 
than primary tumors of the brain and 
central nervous system. These included: 
(1) tumors verified by biopsy, sur- 
gery, or autopsy as metastatic lesions 
from such organs as the lungs, skin, 
breast, kidneys; or (2) lesions which 
proved not to be tumors, such as 
aneurysms, blood clots, degenerative 
processes, and infections. 

There were 990 deaths of white males, 
ages 25-64, in Ohio in the period 1944- 
1952 which were classified as primary 
tumors of the brain and central nervous 
system. These were distributed in the 
above diagnostic groups and are shown 
in Table 1. 

Of the 990 deaths, 80.2 per cent could 
be considered to be assuredly primary. 
The geographical distribution within 
the state was tested for each of the 


Table 1—Confirmation of Diagnosis, 
Tumors * of the Central Nervous 
System Among White Male 
Deaths, Ages 25—64, in 
Ohio, 1944-1952 


Classification 
of Confirmation Number Per cent 
Group I 731 73.8 
Group II 63 6.4 
Group III 88 8.9 
Group IV 21 2.1 
Group V 87 8.8 
990 100.0 


*Deaths coded to the following numbers were 
abstracted: 

1944-1948-—code numbers 54A, 54B, 56D, and 57D; 

1949-1952—code numbers 193, 223, and 237. 


classifications of diagnosis and in com- 
bination of groups. There was no dif- 
ference in the distribution when com- 
puted solely from the primary cause of 
death as listed en the death certificates 
and when referred to Group I alone or 
in combination with the other groups. 
The age pattern did change but not the 
geography. The statistical significance 
of differences was not altered for the 
counties involved. 

This method, of course, is only one 
experience in testing the questions pro- 
posed, but in view of the considerable 
difficulties involved it has been sufficient 
for us to suggest that this effort should 
be confined to the smaller groups which 
have an excess of mortality after the 
initial screening has been done. 


State Rates 


Table 2 provides the state rates for 
the various cancers by age. The increase 
in rates with age is similar to that gen- 
erally observed elsewhere and empha- 
sizes the necessity for age standardiza- 
tion of rates when comparing experience 
in different places or among different 
racial groups. 

The rates of Table 2 were those used 
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Table 2—Deaths Due to Cancer of Selected Sites, by Site and Age Group, 
Among White Males, 25—64 Years, with Average Annual Rates per 
100,000 Population, Ohio 


Total Years Age Group in Years 
Cancer Site and 
Years Included 25-64 25-44 45-54 
Bladder, 1947-1951 
Number 370 18 88 
Rate 3.97 0.33 4.09 
Larynx, 1947-1951 
Number 225 22 56 
Rate 2.41 0.41 2.60 
Lung, 1947-1951 
Number 2,278 198 734 1,346 
Rate 24.43 3.67 34.09 
Tumors-central nervous 
system, 1944-1952 
Number 990 342 320 328 
Rate 5.95 3.56 8.24 a 
Group I, CNS, Number 731 265 232 234 
Rate 4.39 2.76 5.98 d 
Groups I and II, CNS, Number 794 276 257 261 
Rate 4.77 2.87 6.62 
Leukemia and aleukemia, 
1947-1952 
Number 679 168 200 $11 
Rate 6.03 2.58 7.71 
Lymphatic and hematopoietic 
tissues, 1949-1952 
Number 1,067 296 306 465 
Rate 14.05 6.72 17.62 32.00 
Buccal cavity and pharynx, 
1949-1952 
Number 351 26 99 226 
Rate 4.62 0.59 5.70 15.55 
Esophagus, 1949-1952 
Number 309 10 79 220 
Rate 4.07 0.23 55 15.14 
Stomach, 1949-1952 
Number 1,062 90 258 714 
Rate 13.99 2.04 14.85 49.13 
Pancreas, 1949-1952 
Number 490 44 140 306 
Rate 6.45 1.00 8.06 21.06 
Prostate, 1949-1952 
Number 384 1 50 333 
Rate 5.06 0.02 2.88 22.91 
Kidney, 1949-1952 
Number 270 29 74 167 
Rate 3.56 0.66 4.26 11.49 
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Table 3—Counties Experiencing Cancer Mortality, in White Males, 
25-64 Years, Significantly (P= 0.01) Greater than Expected 
on Basis of State Average in Ohio 


Site Counties with Excess Mortality 
Bladder Cuyahoga Hamilton 
Larynx Cuyahoga iF Lucas 
Lung Cuyahoga Hamilton 
Buccal cavity and 

pharynx Cuyahoga Bs 
Esophagus Cuyahoga Hamilton aw 
Stomach Cuyahoga Mahoning 
Tumors of central 

nervous system Summit 
Lymphatic and 

hematopoietic tissues Montgomery 


Leukemia and aleukemia 
Pancreas 

Prostate 

Kidney 


in computing deaths expected in subse- 
quent efforts to determine variations in 
geographical distribution of cancer 
among the counties of the state. 


Geographical Distribution 


Table 3 shows the counties of Ohio in 
which cancer of one or more sites was 
significantly greater than that observed 
in the state as a whole. It is noted that 
mortality was excessive for six sites in 
Cuyahoga County, three sites in Ham- 
ilton, and one site each in Lucas, Ma- 
honing, Summit, and Montgomery. It 
is also observed that cancer of the 
pancreas, prostate, and kidney, and the 
leukemias were uniformly distributed by 
county. The table does not show it, but 
cancer of the lung was significantly de- 
creased in Allen, Licking, Perry, and 
Putnam Counties—all of which are 
essentially rural. There was also a 
significant deficit in cancer of the 
stomach in Franklin County. 

It should be noted that all six of the 
counties which exhibited an excess of 
cancer of one or more sites are highly 
urban counties. Two other highly 


urbanized counties, however, failed to 
exhibit any excess. 

Since Cuyahoga County comprised 
approximately one-fifth of the state’s 
population in a concentrated area and 
showed an excess in six of the cancer 
sites, the computations were rechecked 
excluding Cuyahoga County from the 
state to determine what effect this county 
had on the state in the distribution of 
cancer mortality for one site—the lung. 
When this was done, Franklin, Lucas, 
and Mahoning Counties became signifi- 
cantly high at a probability level of 
0.01 or better, whereas no excess was 
observed in the initial distribution for 
this cancer site for these counties. 

In considering these differences it is 
necessary to remember that the geo- 
graphical distribution of cancer may 
vary depending on the latent period of 
the particular cancer as well as the 
environmental factors involved. It may 
be necessary, therefore, to retest the geo- 
graphical distribution of a cancer site 
on a periodic basis and to determine the 
incidence curves by age groups for the 
respective counties to detect the pattern 
in succeeding years. 
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Table 4—Deaths Dune to Cancer of Selected Sites, Observed and Expected,* 
Among White Males, 25—64 Years, by Site, Age Group, and County, 
for “High” Counties + of Ohio 


Total Years Age Group in Years 
Site—County 
25-64 25-44 45-54 55-64 
Bladder 
Cuyahoga -0O 89 4 18 67 
E 68.6 3.2 15.8 49.6 
Hamilton -O 53 1 16 36 
E 31.7 1.5 8.0 22.2 
Larynx 
Cuyahoga -O 67 9 17 41 
E 41.6 4.0 10.1 27 6 
Lucas -0O 21 2 19 
E 12.1 1.1 3.2 7.8 
Lung 
Cuyahoga 0 596 43 171 382 
E 420.1 35.5 131.9 252.7 
Hamilton -O 255 7 85 143 
E 196.4 16.8 66.4 113.2 
Tumors of central 
nervous system 
Summit 0 77 25 26 26 
E 53.8 18.1 18.3 17.3 
Lymphatic and 
hematopoietic tissues 
Montgomery 0 69 21 18 30 
E 51.0 15.7 14.6 20.7 
Buccal cavity and 
pharynx 
Cuyahoga 0) 92 6 24 62 
E 65.0 4.6 17.6 42.7 
Esophagus 
Cuyahoga 0 99 3 20 76 
E 57.5 1.8 14.1 41.6 
Hamilton -O 46 l 19 26 
E 26.6 0.9 7.2 : 18.5 
Stomach 
Cuyahoga 0 268 19 63 186 
E 197.0 16.1 45.8 135.1 
Mahoning -0O 58 3 14 41 
E 36.2 3.0 8.0 25.2 
* Observed and expected number of deaths. Expected numbers do not necessarily add across due to rounding 
off numbers. 
+ Counties for which expected number of deaths was less than 5 were not included in this table. 


It is realized that, just as a high in our study when we found that the 
cancer incidence in a single work de- lung cancer rate in Lake County was not 
partment may not affect the cancer rate excessive, although a previous study," * 
of a large industry because of the dilu- had demonstrated an abnormal rate for 
tion factor, a single industry may not lung cancer in the chromate plant 
significantly affect the specific cancer located in that county. However, when 
rate in a county. This was demonstrated industries are compared with each other, 
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an abnormality or lead may become 
apparent which may not be revealed by 
the total county method. In contrast, 
when a large group of industries are 
located in a circumscribed area or 
county, all engaged in the same essential 
manufacturing processes or products, it 
can be expected that the disease pattern 
of the county will reflect this concentra- 
tion in the area, if an environmental 
factor is involved. Some industries or 
occupations may have a tendency to 
select certain age groups of workers as 
well as color for specific occupations. 
In addition, certain types of workers 
themselves, such as foreign born of a 
particular country, tend to group them- 
selves in the same areas of residence and 
tend to have the same occupations. 

To determine whether or not there is 
an alteration in the age selection of 
cancer in the counties with excessive 
rates Table 4 has been constructed. 


This shows deaths expected and ob- 
served in each of the age groups used. 
Though there appears to be some tend- 
ency for the excess to be greater in the 
older age groups this is not dniform. 


Urban-Rural Influence on 
Geographical Distribution 


Since it has been shown that the Ohio 
counties with excess rates for one or 
more sites were highly urbanized 
counties, and since it is well known that 
risk for a number of cancers increases 
with increase in urbanization,’ * it was 
deemed desirable to examine the pos- 
sible influence of urbanization on cancer 
in Ohio. This has been accomplished 
through computation of standardized 
mortality ratios for each cancer in 
counties grouped in three classes of 
urbanization. The results are given in 
Table 5 for the three groups; namely, 


Table 5—Standardized Mortality Ratios * for Cancer of Selected Sites in Urban 
and Rural Counties of Ohio, White Males, 25—64 Years 


Cancer Site and 
Years Included Counties 


Eight Metropolitan 


Seven Other Urbanized Rural 
Counties * Counties 


Lung, 1947-1951 123 
Esophagus, 1949-1952 133 
Buccal cavity and 

pharynx, 1949-1952 120 
Larynx, 1947-1951 124 
Tumors of central nervous 

system, 1944-1952 110 
Bladder, 1947-1951 118 
Stomach, 1949-1952 106 
Pancreas, 1949-1952 105 
Kidney, 1949-1952 
Lymphatic and hematopeietic 

tissue, 1949-1952 106 
Leukemia and aleukemia, 

1947-1952 106 
Prostate, 1949-1952 


82 69 
51 


68 
63 


84 
77 
91 
86 


Observed Deaths 


~~ Expected Deaths 


X 100 


¢ = County definitions: Eight metropolitan counties = ones with cities of 100,000 or more in 1950 (91 per cent 


urban). 


Seven urban counties = ones with 50,000 or more persons living in urban areas (1950 census definition), 


but not cities of 100,000 in 1950 (66.2 per cent urban). 


Rural counties = remaining 73 counties in Ohio, i.e., ones with less than 50,000 persons living in urban 
areas (1950 census definition) in 1950 (41.4 per cent urban). 


96 
92 | 

97 

83 

97 

121 
55 90 
93 
97 92 aca 
100 95 
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Table 6—Cancer Sites with Significant Differences * in Mortality Between 
Urban and Rural Counties in Ohio, White Males, 25—64 Years 


Seven Fifteen 
Eight Urbanized Urbanized 
Eight Metropolitan (Excluding (Including Eight 
Metropolitan Versus Other Metropolitan) Metropolitan) Metropolitan 
Versus Rural Urbanized Versus Rural Versus Rural Versus All 
Counties Counties Counties Counties Other Counties 
Lung Lung — Lung Lung 
Esophagus Esophagus — Esophagus Esophagus 
Buccal cavity -- — Buccal cavity Buccal cavity 
Larynx Larynx nx 
Central nervous Central nervous Central nervous 
system — system system 
Bladder Bladder Bladder 
_ Kidney — Kidney 


Difference not significant at P = 0.01 or better for cancers of the stomach, 
pancreas, lymphatic and hematopoietic tissues, prostate, and for the leukemias. 


* Probability = 0.01 or better. 


eight metropolitan counties (91 per cent 
urban population); seven urbanized 
counties (66.2 per cent urban) ; and the 
remaining “rural” counties (41.4 per 
cent urban). 

Table 5 shows that for 10 of the 12 
cancers studied mortality ratios increase 
with increase in urbanization. The 
numerical gradient of increase varies 
among the sites and is sharpest in cancer 


of the esophagus and least pronounced. 


for cancer of the prostate. For two 


cancers — pancreas and kidney — the. 


gradient is interrupted by divergence in 
the ratio for the middle group of 
counties. 

When the results of tests of statistical 
significance of the gradients are ex- 
amined (Table 6), it is found that the 
difference between the most urban and 
the most rural ratio is not significant 
for cancer of the stomach, pancreas, and 
prostate, for the leukemias, or for 
tumors of the lymphatic and hemato- 
poietic tissues. The urban-rural gradient 
for the other cancers, however, is con- 


firmed. 


These considerations add significance 
to the excess for cancer of the stomach 
in Mahoning County, tumors of the cen- 
tral nervous system in Summit County, 
and tumors of the lymphatic and hema- 
topoietic tissues in Montgomery County. 
They also indicate the desirability of 
re-examining mortality from all of these 
cancers in the highly urban counties on 
the basis of possible individual county 
variation from the combined urban 
counties’ experience. 


Foreign Born Versus Native 


In any study of cancer in Ohio, in 
which one general objective is de- 
velopment of leads regarding possible 
hazards of industrial cancer, considera- 
tion must be given to another large seg- 
ment of population—the foreign born. 
Since most of the foreign born reside in 
the eight metropolitan counties, suffi- 
cient foreign born life experience is 
available for comparing their cancer 
mortality risk in these counties with that 
observed in the native white. This has 
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Table 7—Standardized Mortality Ratic, Lung Cancer Mortality Among 
Native White and Foreign Born White Males, 25.-64 Years, in Ohio, 
1947-1951 


Eight Metropolitan Counties * 


Foreign Born Whites 


Native Whites 


Standardized mortality ratio 


Observed deaths 
Expected deaths 


Standardized mortality ratio 


Observed deaths 
Expected deaths 


91 131 
1087 463 
1196.5 354.0 
Cuyahoga County 
Native Whites Foreign Born Whites 
88 119 
324 272 
366.5 229.5 


Differences between the two nativity groups are significant 
at P = 0.001 or better for both the 8 metropolitan counties 
combined and for Cuyahoga County. 


* Cuyahoga, Franklin, Hamilton, Lucas, Mahoning, Montgomery, Stark, and Summit. 


been accomplished to date, by the 
method previously described, only for 
cancer of the lung and the results are 
given in Table 7. 

This table shows that observed lung 
cancer mortality is lower than expected 
for native white and greater than ex- 
pected for foreign born and the dif- 
ference between the two is highly sig- 
nificant statistically. This reveals that 
the age-adjusted rate in the foreign born 
is significantly greater than that ob- 
served in the native white. 

Lombard and Doering have pre- 
viously shown that mortality from all 
cancer in Massachusetts was greater in 
the foreign born than in the native 
white; however, lung cancer was not 
studied specifically in their data. In so 
far as we know, the nativity difference 
in lung cancer mortality found in Ohio 
is the first evidence of this kind. In 
future studies of lung cancer, in Ohio 
at least, nativity must be considered. In 
addition, this observation poses addi- 


tional avenues of investigation to de- 
termine what role areas of residence, 
occupation, diet, habits, etc., influence 
the excess in foreign born, particularly 
in the period 20-30 years prior to the 
death of the lung cancer cases. A com- 
parison by sex of the native and foreign 
born, particularly the wives of the de- 
ceased lung cancer cases, would seem to 
be indicated to determine whether the 
females had the same experience. If 
this observation does not apply to the 
females, then environmental factors not 
common to both sexes but solely asso- 
ciated with the males, such as occupa- 
tions, would merit investigation. 
Although this influence of cancer 
mortality of foreign born may extend 
to other sites, up to the present we have 
only tested one other site—tumors of 
the central nervous system in one other 
urban area, Summit County. We found 
no difference among the native and 
foreign born in Summit County either 
by cause of death as listed on the death 
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certificate or by histological confirma- 
tion of diagnosis for this particular 
tumor site for the combined age group 
25-64. 


Analysis of a Smaller Geographical 
Unit—A Single County 


A separate study was made of Cuya- 
hoga County, but the complete details 
will be included in another report. In 
Cuyahoga County an attempt was made 
to determine the socioeconomic differ- 
ences within a smaller geographical unit 
having the largest urban concentration. 

The cancer deaths for each site were 
tabulated by census tract in which the 
deceased resided at the time of death. 
For study the census tracts were grouped 
by three methods as follows: (1) Socio- 
economic areas. The county was di- 
vided into areas on the basis of com- 
bined socioeconomic color, 
and nativity. Each census tract was 
“rated” by means of four quantities: 
median family income, occupation in- 
dex, color, and nativity. This method 
of grouping the census tracts yielded 16 
areas. (2) Economic tenths method. 
The county was divided into tenths on 
the basis of median family income in 
each census tract.'* (3) Education 
tenths. The median school years com- 
pleted in each census tract were used as 
the basis for division of the county into 
tenths.!* 

Some of the findings are shown in 
Tables 8 and 9. In general, it was found 
that the excess mortality for lung cancer 
occurred in different socioeconomic 
areas within the county. In the second 
and third methods as shown by the 
tables a statistically significant difference 
occurred in lung cancer among the 
lowest economic and education tenths 
groups. The highest groups had a dif- 
ference in the opposite direction between 
observed and expected deaths. The 
other cancer sites studied—bladder, 


tumors of the central nervous system, 
and the leukemias—were not signifi- 
cant in the economic and education tenth 
methods, and larynx remained question- 
able because of the small figures. A re- 
lationship between cancers and economic 
status has previously been demon- 
strated.** 15 

It appears that we have identified 
within the limitations of our data cer- 
tain characteristics which are associated 
with the high lung cancer mortality in 
Cuyahoga County. These characteris- 
tics are: (1) foreign birth, (2) low 
economic level, and (3) low education 
level. 


Summary 


An analysis of death certificate accu- 
racy was made by determining the con- 
firmation of diagnosis of 990 male 
deaths due to tumors of the central 
nervous system which occurred in 1944- 
1952; 80.2 per cent were assuredly pri- 
mary. 

A study of the geographical dis- 
tribution of twelve cancer sites within 
the State of Ohio revealed there were 
differences in some sites but not in all 
sites. It was also observed that the 
counties which showed excesses in 
cancer mortality for the most part were 
counties with large urban populations. 

The study of the urban-rural rela- 
tionship revealed that for most cancer 
sites, higher mortality ratios occurred in 
the metropolitan counties than in the 
rural areas for lung, esophagus, buccal 
cavity and pharynx, larynx, tumors of 
the central nervous system, and bladder. 
There was no difference between the 
metropolitan and rural counties among 
the following cancer sites: stomach, 
pancreas, lymphatic and hematopoietic 
tissues, leukemias, and prostate. 

For the eight metropolitan counties 
in Ohio, 2 comparison of the white 
native and foreign born males, ages 
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25-64, revealed a significant excess in 
lung cancer mortality among the foreign 
born. 

In Cuyahoga County the character- 
istics found to be associated with an ex- 
cess of lung cancer mortality were: (1) 
foreign birth, (2) low economic level, 
and (3) low education level. 

In conclusion, we believe that state 
health departments are missing an ex- 
cellent opportunity to apply readily 
available death certificate data to the 
epidemiologic study of cancer and other 
ne':communicable diseases. 
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A Study of Periodic School 


Medical Examinations 


|. Methodology and Initial Findings 


ALFRED YANKAUER, M.D., M.P.H., F.A.P.H.A., and 


RUTH A. LAWRENCE, M.D. 


Are the avowed purposes of pe- 
riodic medical examirations of 
school children realistic, or are they 
rationalizations advanced to justify 
anachronistic procedure? A study 
has been undertaken to provide 
answers to this and_ collateral 
questions, 


School health services originated as 
the response to a need for control of 
the sanitary problems and communi- 
cable diseases that disrupted group liv- 
ing in the community and in the school. 
As they evolved, they assumed other 
functions: first, the early detection and 
follow-up of children with adverse 
health conditions; later the individual 
health teaching of pupils and parents 
and the education and counseling of 
school staff in matters relating to the 
health of pupils. These changes in the 
purpose of service are reflected in 
changes of medical titles: the school 
physician was first known as a medical 
inspector, next as a medical examiner; 
today he is often referred to as a med- 
ical adviser. It is evident that the 
amount of time and skill a physician can 
devote to advisory and counseling serv- 
ices is conditioned by the amount of 
time and skill he must devote to the 
periodic examination of school children 
per se. 

The purpose of a periodic medical ex- 
amination or appraisal, as distinguished 
from medical examination of a pupil 


referred for cause, is to detect adverse 
conditions in the school population, to 
advise concerning the need for care of 
the conditions detected, and (in the 
process of performing the appraisal) to 
educate parent and child. Are these 
purposes realistic today or are they ra- 
tionalizations advanced to justify an 
anachronistic procedure? How neces- 
sary is periodic medical examination of 
the entire school population (a costly 
investment of professional skills) for de- 
tecting adverse conditions? How fre- 
quently should such examinations be 
performed to achieve their stated pur- 
poses? What is the annual increment of 
adverse conditions detectable only by 
medical examination in a school popula- 
tion? How many conditions, detected 
by such an examination, are already 
under care and so render case-finding 
and counseling services superfluous? 
Since the major responsibility for health 
of the school child rests with his family, 
does the periodic school medical exam- 
ination strengthen or weaken that 
responsibility ? What educational 
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values, if any, can be said to result 
from periodic medical examinations? 
Answers to these questions should 
help to define more accurately the role 
of periodic medical examinations in the 
school health program and clarify the 
role of the school physician. This re- 
port will describe the plan of a study 
explering some of these questions 
during the first four years of elementary 
school experience. The findings of the 
first of four periodic medical examina- 


tions will be analyzed. 


Materials and Methods 


The city of Rochester, N. Y., with a 
population of 332,488 in 1950, had an 
elementary school population of 42,000 
in the fall of 1952. These children at- 
tended 39 public and 31 nonpublic 
(parochial) schools. There were 6,906 
children in the first grade of these 70 
schools. 

Both public and nonpublic schools re- 
ceive health services through the 
Rochester Health Bureau. The Rochester 
elementary school health program calls 
for a medical examination at the time 
of school entrance (usually kinder- 
garten) and a periodic medical exam- 
ination in the fourth grade. Energetic 
efforts are made to encourage parents to 
have these examinations performed by 
private physicians. 

The 70 elementary schools in Roch- 
ester were placed in one of three socio- 
economic groups: upper, Group I; 
middle, Group II; lower, Group III. 
These groupings were made on the basis 
of neighborhood characteristics as ex- 
pressed in 1950 census data and in the 
judgment of the public health nurse 
serving the neighborhood and its school. 
From each group four or more schools 
were selected so that the first-grade pop- 
ulation in each group of selected schools 
would represent a 15 per cent sample of 
the total first-grade population of the 
base group with respect to both public 


and parochial schools. The final sample 
consisted of 13 schools. 

Beginning with the first-grade popu- 
lation in the school year 1952-1953, 
annual examinations have been or will 
be performed on the same children for 
a period of four years. Each year after 
the first a “control” group at the same 
grade level, but attending other schools, 
will be examined. All examinations 
have been or will be performed by the 
same pediatrician (R.A.L.) using the 
same technics and standards of judg- 
ment. Additional studies, based on in- 
terviews with parents and testing of 
children, are planned as a method of 
evaluating the educational aspects of 
these examinations. 

The medical examinations performed 
for this study consist of a complete and 
careful medical history and a physical 
examination of all systems (including 
fundoscopic examination). These pro- 
cedures require an average of 30-40 
minutes per parent and child to perform. 
They are done without reference to the 
school medical records. On the basis of 
this appraisal, a decision is made 
whether an adverse condition affecting 
health and justifying medical care or 
continuing medical observation is or is 
not present. The diagnosis of an ad- 
verse condition is made only if the ex- 
amining pediatrician is thoroughly con- 
vinced of its existence on the basis of all 
information at hand. In cases of doubt, 
referral for further study is made. 
Thirty-three of the first 1,056 children 
examined were referred because of such 
uncertainty. Of this number, nine were 
eventually classified as healthy and are 
so recorded in the data to be presented. 

A decision is also made whether the 
children with adverse conditions are 
or are not receiving appropriate medical 
care. This decision is based upon in- 
formation supplied by the parent and 
confirmed by the physician or agency 
rendering care. 

After these decisions are made, the 
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Table 1—Number of First-Grade School Children and Percentage 
Distribution by Socioeconomic Group ard Status of “Study” 
Examination (13 Schools, Rochester, N. Y., 1952—1953) 


Status of “Study” Examination 


Percentage Distribution 


Group Group Group 
Total I II Il 
Children (1,086) (364) (313) (410) 


Total examined 

Parent interviewed 

Parent completed questionnaire 
Not examined 


Total 


1,056 97 99 97 95 
(887) (81) (92) (80) 
(169) (16) (7) (17) 


30 3 1 3 


1,086 100 100 100 


school medical records are reviewed and 
classroom teachers and public health 
nurses serving the schools are inter- 
viewed. On the basis of this additional 
information a decision is made whether 
or not an observed adverse condition is 
known to exist by the school. If an ad- 
verse condition is unknown to the school 
or not currently receiving appropriate 
medical care, the reasons for this ap- 
parent failure of communication or 
service are determined whenever pos- 
sible. 

Because the purpose of this study is 
to define only the role of a periodic med- 
ical examination requiring the profes- 
sional time and skill of a physician, 
acute infections and minor skin diseases 
and adverse conditions of the teeth are 
not tabulated in our results. Since tests 
for visual acuity and hearing loss and 
other possible laboratory screening tests 
(such as Hb, urinalysis, and tuberculin 
tests) do not require the services of a 
physician, they were neither performed 
nor evaluated in this study. 

Because of the wide variety of medical 
diagnoses it was necessary to group con- 
ditions found into diagnostic categories. 
The categories used are based, in gen- 
eral, on the “International Statistical 
Classification of Diseases, Injuries and 
Causes of Death,” the main exception 
being that congenital anomalies of bones 


and joints and residual paralysis result- 
ing from poliomyelitis are included 
under orthopedic conditions in the data 
to be presented. 


Results of Initial Examination 


This initial report is based on an ex- 
amination of 1,056 children, 97 per cent 
of the total 1952-1953 first-grade pop- 
ulation of the 13 selected schools, 1,027 
of these examinations being performed 
on first-grade children during the school 
year 1952-1953. The remaining 29 
children, although registered as first 
graders in the same school, were not ex- 
amined until the school year 1953-1954 
when in the second grade. 

Eighty-one per cent of the children 
were examined with a parent present and 
medical history obtained directly by the 
examining pediatrician assisted by a 
public health nurse. In the remaining 
cases, parents completed a detailed ques- 
tionnaire relating to the medical history 
of the child. The percentage of ex- 
aminations performed with a parent 
present varied from 92 per cent in 
Group I to 72 per cent in Group III 
(Table 1). 

All but 59 of the first-grade children 
examined had been previously examined 
when they were kindergarten students 
as a part of the regular school health 
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Table 2—Frequency Distribution of 1,056 First-Grade School Children 
by Status of Prior School Entrance Examination and Socioeconomic 
Group (13 Schools, Rochester, N. Y., 1952—1953) 


School Entrance Examination 


Prior to Present Study by: Total Group I Group Il Group III 
Family physician 516 244 143 129 
School physician 370 76 105 189 
Unknown 111 25 36 50 
No previous examination 59 13 18 28 
Total 1,056 358 302 396 
Ratio: Family M.D./School M.D. 1.40 3.21 1.36 0.68 


program. For these prior examinations, 
the ratio of those performed by family 
physician to those performed by school 
physician was 1.4, varying from 3.2 in 
Group I to 0.68 in Group III (Table 2). 

Of the 1,056 children examined, 221 
(21 per cent) were found to have a con- 
dition affecting health adversely; 20 
children had adverse conditions in more 
than one diagnostic category. The 
over-all percentage of children with ad- 


verse conditions did not vary signifi- 
cantly by sex or socioeconomic group 
(Table 3). 

An adverse orthopedic condition was 
found in 4.8 per cent of the children. 
Two-thirds of these conditions consisted 
of pronated feet and extremely flat 
arches, usually accompanied by knock- 
knees. These conditions of the feet 
were not considered significant unless 
accompanied by symptoms or clearly in- 


Table 3—Number of Adverse Conditions Among 1,056 First-Grade * 
School Children and Percentage of Children with Given Condition 
by Socioeconomic Group and Diagnostic Category (13 Schools, 
Rochester, N. Y., 1952-1953) 


Percentage of Children with Given Condition 


Number of 


Diagnostic Category Children with 


Total GroupI GroupII Group III 


of Adverse Condition Given Condition (1,056) (358) (302) (396) 


Orthopedic 51 
Allergic 41 
Emotional 36 
Ear, nose and throat 34 
Nutritional 25 
Genito urinary 15 
Cardiac 9 
Neurological 9 
All other 22 

Total 221 


4.8 5.6 6.6 2.8. 
3.9 6.4 2.0 3.0 
3.4 4.5 3.3 2.5 
3.2 2.0 4.6 3.3 
2.4 2.2 1.7 3.0 
1.4 0.8 1.6 1.8 
0.9 1.1 0.7 0.8 
0.9 0.6 1.3 0.8 
2.1 1.7 2.0 2.4 
21.0 21.5 22.8 18.7 


ined when in the second grade 


a 
us 1 
~ 
* Includes 29 children con 
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Table 4—Status of Care of 210 Previously Examined First-Grade 
Children with One or More Adverse Conditions by Socioeconomic 
Group (13 Rochester, N. Y., Schools, 1952—1953) 


Number of Total 


Status of Care Children 


(210) 


Percentage Distribution in S-E Group 


Group Ill 
(70) 


Group U 
(67) 


Group I 
(73) 


78 
(61) 


164 
(129) 
(35) 

46 
(25) 
(21) 

210 


Under care 
(known) 
(unknown) 

Not under care 
(known) 
(unknown) 


Total 


81 
(55) 
(26) 

19 
(12) 

(7) 
100 


terfering with gait and coordination. 
Postural abnormalities (lordosis, scoli- 
osis) were considered significant only if 
accompanied by structural change. No 
purely functional defects of posture are 
included in the orthopedic category. 
The prevalence of orthopedic conditions 
in Group III is lower than that in 
Groups I and II, the difference being 
significant at the 2 per cent level. 

One or more manifestations of allergic 
disease occurred in 3.9 per cent of the 
children. Asthma was diagnosed in 
almost one-half of this group, eczema in 
one-third, and allergic rhinitis in one- 
quarter. The prevalence of allergic 
conditions in Group | is higher than that 
in Groups II and III, the difference be- 
ing significant at the 2 per cent level. 

Those considered to have an emo- 
tional disorder were 3.4 per cent of all 
the children. This is a cvnservative 
figure, since the diagnosis was made 
only if warranted by a clearly definable 
pattern of disturbed behavior or per- 
sonality, such as enuresis, tics, extreme 
aggression, hostilitv, withdrawal, or 
anxiety. The variation in prevalence by 
socioeconomic group is not statistically 
significant. 

Of the 34 children considered to have 
an adverse condition of the ear, nose, 
and throat, 29 had chronically infected 


adenoids and tonsils. This diagnosis 
was made only if warranted by a history 
of severe, frequent sore throats and 
cervical nodes, chronic mouth breathing, 
or hearing loss. A diagnosis was not 
made solely on the appearance of the 
oropharynx. 

Nutritional disorders occurred in 2.4 
per cent of the children. This con- 
dition was diagnosed only if warranted 
by clinical evaluation of the whole child, 
including familial characteristics, die- 
tary intake, and physical examination 
findings. About one-half of the children 
in this group were “below-par” in 
energy, muscle tone, and general ap- 
pearance. The remainder were clearly 
obese. 

There were nine children with signifi- 
cant cardiac disease. This diagnosis 
was made only on the basis of a diag- 
nostic work-up, more extensive than the 
school examination itself and performed 
in the office of family physician or 
pediatric clinic. Functional cardiac 
murmurs were not considered adverse 
conditions. 

Of the 221 children with adverse con- 
ditions, 210 had been previously ex- 
amined as kindergarten students by a 
family or school physician. The sig- 
nificance of selecting these 210 children 
from the remainder of the previously 
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examined school population depends 
upon whether or not they were already 
receiving appropriate medical care and 
whether or not their adverse conditions 
were already known to the school health 
service. 

Of these 210 children, 78 per cent 
were already receiving medical care and 
an additional 12 per cent had an adverse 
condition known to the school health 
service, although not under care (Table 
4). The proportion of Group II chil- 
dren receiving care was less than that 
in Groups I or III, although the dif- 
ference is not significant statistically. 

A child with an adverse condition was 
more likely to be receiving care if his 
“school entrance” examination had been 
performed by a family physician than 
if it had been performed by a school 
physician (Table 5). This was true in 
all three socioeconomic groups and the 
over-all difference was significant at the 
2 per cent level. This difference in 


status of care did not seem to be de- 
pendent upon inferior case finding by 
a school physician. The adverse con- 
dition of 16 of the 83 children pre 
viously examined by a school physician 
was already known to the school (and 
thus “found”) even though the condi- 
tion was not under care. This was true 
of only six of the 106 children pre- 
viously examined by a family physician. 
* Of particular importance from an 
evaluative standpoint are the 21 chil- 
dren, selected out of 997 previously ex- 
amined children who, at the time of the 
special examination performed for this 
study, were found to have an adverse 
condition neither known to the school 
nor receiving medical care. These are 
the only children whom this periodic 
medical examination can be said to have 
benefited from a case-finding viewpoint. 
The remaining 976 children were ap- 
parently healthy, had a condition al- 
ready under care, or had a condition 


Table 5——Status of Care of 210 Previously Examined First-Grade 
Children with One or More Adverse Conditions by Type of Previous 
(School Entrance) Examination and Socioeconomic Group 


(13 Rochester, N. Y., Schools, 1952-1953) 


Prior Examination 


Percentage Distribution 
of Status of Care 


Socioeconomic Group Performed By: Number Under Care Not Under Care Total 
Family physician 49 82 18 100 
Group I School physician 15 74 26 100 
Unknown 9 89 ll 100 
Total 73 81 19 100 
Family physician 37 79 21 100 
Group Il School physician 25 56 44 100 
Unknown 5 100 é% 100 
Total 67 72 28 100 
Family physician 20 90 10 100 
Group III School physician 43 72 28 100 
Unknown 7 100 100 
Total 70 80 20 100 
Family physician 106 82 18 100 
Total School physician 83 67 33 100 
Unknown 21 95 5 100 
Total 210 78 22 100 


At 
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already known to the school (and there- 
fore capable of being followed up with- 
out “rediscovery” ). 

Ten of these 21 children had con- 
ditions (six in the orthopedic category) 
which obviously had existed for some 
years and had been missed or unre- 
ported at the prior “school entrance” 
examination. Five children had con- 
ditions (in emotional and ENT cate- 
gories) which were grossly sympto- 
matic during the previous school year, 
but which had not been reported to the 
school health service. In three cases 
(one mesenteric cyst, one postpoliomye- 
litic residual paralysis, and one chronic 
tonsillitis) the dates of onset were un- 
certain. The remaining three children 
had an adverse condition that had de- 
veloped since the previous examination 
and which could not have been observed 
by the classroom teacher. Two of these 
children had Baker’s cysts of the knee. 
The third child had epileptic seizures 
which occurred only at night. In all 
three instances the parent was aware of 
the existence of the adverse condition 
and its onset was within the past three 
or four months. 


Discussion 


The prevalence of adverse condi- 
tions among school children has been 
generally reported to be much higher 
than was observed in this study. There 
are three possible reasons for this dis- 
crepancy. Previously published reports 
and currently available data** deal 
with an entire school population, 
whereas the data here reported deal only 
with the first-grade population. In the 
second place, our data, by definition, 
have excluded children with dental 
caries, refractory errors, and hearing 
loss. Dental caries is practically uni- 
versal and the remaining two conditions 
are known to be at least as common as 
any of the diagnostic categories covered 
in this report. 


However, even if these conditions are 
taken into account, certain obvious dif- 
ferences remain. Allergic conditions 
have not hitherto been reported with 
such prominence in a school population. 
Nutritional, ear-nose-throat, and cardiac 
conditions generally receive much more 
prominence than our data give them. 
It is believed that these differences are 
due to the unusually careful medical 
examinations (particularly the medical 
history) and the diagnostic follow-ups 
on which our criteria and data are 
based. The prevalence data presented 
are based on a relatively small number 
of children. Their principal value lies 
in the base line established for future 
reports of this study. Such reports will 
be able to compare deta gathered by the 
same observers using the same methods. 

A somewhat surprising finding was 
the lack of relationship between over-all 
prevalence and status of care of adverse 
conditions and socioeconomic group. It 
should be remembered in this connection 
that our data, by definition, do not 
necessarily reflect acute illnesses, dis- 
abling illnesses, or absenteeism which 
have been shown to be related to socio- 
economic group.*° The meaning of 
observed differences in the prevalence 
of specific diagnostic categories (ortho- 
pedic and allergic) by socioeconomic 
group is not clear. 

Reports of “defects” found at periodic 
school medical examinations do not 
ordinarily take into account whether or 
not an observed condition is already re- 
ceiving care. Yet, this is of consider- 
able significance, since if a condition is 
already under medical care, this fact, as 
well as the existence of the adverse con- 
dition itself, could have been ascertained 
without performing a medical examina- 
tion. The finding that four out of every 
five children with an adverse condition 
fell into such a category increases the 
significance of this point. 

It was not surprising to find that a 
child with an adverse condition whose 
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“school entrance” examination had been 
performed by his family physician was 
more likely to be receiving care than a 
child previously examined by a school 
physician. This may be due to the fact 
that the parent who has sought out 
private medical services in the past is 
more likely to have done so because of 
the adverse condition itself or more 
likely to have followed medical advice. 
It may also be due to the inherent fol- 
low-up advantages of periodic examina- 
tions performed by private physicians. 
More than half of the children with 
an adverse condition not receiving care 
were already known to the school to 
have had this condition. The reasons 
why they were not under care will be 
discussed in another report. A detailed 
analysis of the 2] children with adverse 
conditions that were neither known nor 
under care has been presented. It dis- 
closed that only one child, an epileptic, 
can be said to have had a serious con- 
dition requiring prompt medical atten- 
tion that was neither present at the time 
of the “school entrance” examination 
nor could have been discovered through 
teacher referral. The significance of 
discovering even this child is cuestion- 
able. Her mother was concerned about 
the nocturnal seizures and had sought 
help from a druggist. She stated that 
she was waiting for the examination at 
school in order to discuss the seizures 
with a doctor. If she had not known of 
the pending school examination, she 
might have sought medical care sooner. 
It is important to recognize that the 
inferences that can be drawn from this 
first report of a four-year study relate 
only to a periodic school medical ex- 
amination performed on first-grade 
children who had been examined on 
entering kindergarten the previous year. 
There seems no doubt that complete 
examination of this entire grade was 
valueless from a case-finding standpoint. 
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Further reports will extend these obser- 
vations and inferences through the 
fourth grade of elementary school. 


Summary 


1. A plan of study, seeking to evaluate 
periodic school medical examinations in a 
sample of 13 schools in an urban community 
has been described. The entire first-grade 
population of these 13 schools has been ex- 
amined carefully, and this examination will 
be repeated at annual intervals through the 
fourth grade. 

2. The results of the first-grade examination 
have been analyzed by diagnostic category, 
socioeconomic group, and status of medical 
care at the time the examination was per- 
formed. The significance of these results is 
discussed. 

3. Of the children examined, 21 per cent 
were found to have an adverse condition as 
defined in the study. Almost all these children 
had been previously examined as part of the 
regular school health program on entry to 
school. Four out of five of the previously 
examined children were already under medi- 
cal care for the observed adverse condition. 

4. Half the children not under care were 
already known to the school health service as 
having the adverse condition observed. 

5. Analysis of the remaining 21 children, 
selected out of 997 previously examined chil- 
dren as having an adverse condition neither 
under care nor known to the school, revealed 
only one child with a serious condition which 
had developed since the previous examination 
and could not have been observed by a class- 
room teacher. 

6. It is concluded that this school medical 
examination of first-grade children who had 
been previously examined in kindergarten was 
valueless from a case-finding standpoint. 
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Public Health Significance of Tubercle 


Bacilli Resistant to Isoniazid 
DANIEL WIDELOCK, Ph.D., F.A.P.H.A.; LENORE R. PEIZER, F.A.P.H.A.; and 


SARAH KLEIN 


The propensity of the tubercle 
bacillus to acquire drug resistance 
remains at least a potential threat 
to public health control measures. 
Hence, the laboratory research re- 
ported here may have as much of 
interest to the epidemiologist and 
others in the tuberculosis control 
field as to the laboratory workers 
to whom it was addressed. 


* Conflicting evidence has accumulated 
in the literature concerning the signifi- 
cance of isoniazid-resistant tubercle 
bacilli. Our concern with regard to 
these organisms was increased following 
the establishment by the New York City 
Department of Health of a policy of 
treating the unhospitalized patient with 
isoniazid.’:* We had to determine the 
extent of the risk involved in the spread- 
ing of these resistant organisms by the 
unhospitalized patients to their contacts. 
We did not understand the role played 
by the isoniazid-resistant tubercle bacilli 
in the maintenance and spread of the 
active lesions in the individual patient. 
In other words, are tubercle bacilli re- 
sistant to isoniazid, virulent or aviru- 
lent? 

The available evidence is contradic- 
tory. In vitro experiments, conducted 
in our laboratory, clearly demonstrated 
that pure cultures of resistant tubercle 
bacilli may regain their sensitivity, as 
well as their virulence for guinea pigs, 
if they are grown for several generations 
in a drug-free medium.* 
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The host employed in the various 
studies with regard to the virulence of 
isoniazid-resistant tubercle bacilli ap- 
pears to influence the conclusions of the 
investigators. That resistant tubercle 
bacilli are virulent was the opinion of a 
number of individuals** when the 
mouse was employed as the laboratory 
animal. However, at least one report * 
indicated that isoniazid-resistant tuber- 
cle bacilli did not cause progressive dis- 
ease in mice. 

There seems to be a definite loss of 
virulence of the isoniazid-resistant tu- 
bercle bacilli if the guinea pig is the 
host.” *"1 However, it is worthy of note 
that the resistant organisms do multi- 
ply in the guinea pig, though no 
progressive disease is usually produced, 
and that these organisms are probably 
eventually eliminated. In a previous 
paper’! we noted that guinea pigs 
inoculated with the INH-resistant organ- 
isms became tuberculin-positive within 
four to 16 weeks and that local ab- 
scesses were noted in at least some of 
the guinea pigs. These local abscesses 
contained tubercle bacilli which retained 
the same degree (100 pg/ml.) of re- 
sistance to isoniazid as was present in 
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This paper was presented before the 
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nual Meeting in Buffalo, N. Y., October 12, 
1954. 
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the original inoculum. However, with 
the exception of guinea pigs which de- 
veloped an enteritis and died, no 
progressive tuberculosis developed. 
Moreover, the tuberculin-positive guinea 
pigs eventually (in about 30 weeks) re- 
verted to tuberculin-negative. What is 
worthy of note was the fact that the 
resistant organisms in the guinea pigs 
which developed a concomitant disease 
(enteritis) multiplied and produced 
tuberculous lesions in the lungs, spleen, 
and liver. Subcultures from these 
tuberculous lesions produced cultures of 
tubercle bacilli resistant to 100 pg of 
INH/ml. of media which was equivalent 
to the degree of resistance present in 
the original inoculum. We must there- 
fore not ignore the thought that though 
resistant tubercle bacilli have seemingly 
lost their virulence for guinea pigs, that 
these organisms will multiply and pro- 
duce tuberculous lesions under the 
proper conditions, such as concomitant 
enteritis. 

It was previously determined that '* 
if resistance to isoniazid develops in a 
patient, these resistant organisms will 
continue to multiply and the bacterio- 
logic picture will worsen. In general, 
it was noted! that some correlation 
existed between the development of re- 
sistant organisms in patients and non- 
improvement by both x-ray and bac- 
teriologic standards when the patient 
was continued under isoniazid therapy. 

The New York City Department of 
Health is interested in determining the 
extent of the spreading of these iso- 
niazid-resistant organisms in the com- 
munity by the unhospitalized patient 
undergoing isoniazid therapy. This 
will be the subject of a future report. 
In view of the laboratory observation 
that the resistant tubercle bacilli will 
produce lesions in guinea pigs with a 
concomitant disease, and because the 
sputa of patients with resistant organ- 
isms will usually also contain varying 
proportions of sensitive tubercle bacilli, 


we attempted to determine the role of 
the resistant organism: (1) when mixed 
with virulent tubercle bacilli and in- 
oculated into normal animals, and (2) 
when injected into guinea pigs which 
previously had been inoculated with 
virulent tubercle bacilli. 

It was hoped that we would thus ob- 
tain information which might be of use 
in interpreting our findings with regard 
to the possible spreading of resistant 
organisms by the unhospitalized patient. 


Method 


Experiment A—A single strain, No. 
859, of tubercle bacilli virulent for mice 
and guinea pigs and sensitive to 0.1 pg 
INH/ml. of media, was grown on INH- 
containing Proskauer-Beck medium 
until the organisms became resistant to 
100 »g INH/ml. The 100 p»g/ml.- 
resistant organisms were then trans- 
planted three times on media containing 
100 ng/ml. The third transplant became 
the source of the resistant organisms 
used in the experiment requiring mix- 
tures of resistant and sensitive organ- 
isms. The sensitive organism was the 
original strain, No. 859, which was 
isolated from a patient in our clinic. 

The inoculum was prepared by sus- 
pending the growth of either the resist- 
ant or sensitive organisms in a phos- 
phate buffer, shaking the suspensions 
with glass beads for one hour, and then 
adjusting the turbidity to equal the 
No. 1 tube of the MacFarland nephelo- 
meter (3x10° organisms). Mixtures 
of the resistant and sensitive suspension 
were then prepared in proportions as 
indicated in the protocol (Table 1). 

Mice were inoculated intravenously 
with 0.1 ml. of the inoculum; guinea 
pigs with 0.25 ml. into the inguinal area. 

Experiment B—Suspensions of 10 
virulent and sensitive strains of tubercle 
bacilli isolated from 10 different clinic 
patients were cach diluted to equal the 
No. 1 tube of the MacFarland nephelo- 
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ISONIAZID-RESISTANT TUBERCLE 


Table 1—Guinea Pigs and Mice Injected with Mixtures of 
INH-Sensitive and INH-Resistant (100 ug/ml.) Tubercle Bacilli. Lesions 
Produced Were Cultured and the Isolated Tubercle Bacilli Tested 
for Sensitivity to Isoniazid 


BACILLI VOL. 4 81 


Varying Proportions of 


Inoculum 
Mixture Guinea Pigs * Mice 


Sensitivity to gg/ml. Isoniazid of 
Tuberele Bacilli Isolated from Lesions 
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meter. The virulent ‘and sensitive 

organisms were injected into different 
guinea pigs (0.25 ml. subinguinal). 

Twenty-five days later (seven days 

after becoming tuberculin-positive) the 

guinea pigs were reinjected with various 

strains of tubercle bacilli, each resistant 

: to 100 »g INH/ml. media. Normal 

guinea pigs were inoculated at the same 

time with the same resistant organisms. 

In both Experiments A and B, after 

autopsying the animals, the lesions were 

cultured, and the tubercle bacilli isolated 

were tested for sensitivity to isoniazid. 


* Guinea pigs were tuberculin-negative before injections. 
¢ Control tube does not contain any INH. Culture growth reported as 4+, 3+, 24+, 1+, <1, 0. 


Results 


Experiment A 


The purpose of this experiment was 
to determine if resistant organisms 
would produce tuberculous lesions in 
guinea pigs and mice if the inoculum 
also contained sensitive organisms. The 
salient points indicated in Table 1 were 
that: 

1. All guinea pigs became tuberculin- 
positive. 

2. All tuberculous lesions of guinea 
pigs consisted of only INH-sensitive 
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tubercle bacilli. No resistant organisms 
were in any of the lesions, even when 
the original inoculum was a mixture of 
98 per cent INH-resistant and only 2 
per cent INH-sensitive tubercle bacilli. 

3. In mice, some resistant organisms 
took part in the formation of the tuber- 
culous lesions, though the sensitive 
organisms were by far more predomi- 
nant, even when the inoculum consisted 
of 98 per cent resistant and 2 per cent 
sensitive tubercle bacilli. 


Experiment B 


In this experiment the guinea pigs 
were first injected with 10 different 
sensitive strains of tubercle bacilli and 
one week after the animals became 
tuberculin-positive (25 days after 
original injection) were reinjected with 
10 resistant strains. By this means we 
attempted to determine if the resistant 
organisms would establish themselves in 
the animal which had previously been 
exposed to the sensitive bacilli. 

No resistant organisms were isolated 
from tuberculous lesions of the autop- 
sied guinea pigs. All normal guinea pigs 
became tuberculin-positive following the 
injection by the resistant organisms. 


Discussion 


Our primary concern with regard to 
the isoniazid-resistant tubercle bacilli is 
the determination of their importance in 
the epidemiology of the disease, as well 
as their relationship to the active lesion 
in a patient. 

The results of the experiments de- 
scribed in this report accentuate the 
doubt concerning the virulence of the 
isoniazid-resistant organisms. When 
comparatively few (2 per cent) of the 
inoculum were the isoniazid-sensitive 
organisms, and 98 per cent consisted of 
the resistant organism, the latter played 
a minor, if any, part in the formation 
of the tubercular lesions. All the organ- 
isms in guinea pig lesions and the bulk 


of the organisms in the mouse lesions 
were isoniazid-sensitive. Resistant or- 
ganisms could not be found in the tis- 
sues even when the guinea pigs were first 
given isoniazid-sensitive organisms and 
were injected with the resistant strains 
after the animals were converted to 
tuberculin-positive. 

Although the results point toward a 
loss of virulence for guinea pigs and to 
a lesser degree for mice, we cannot, as 
yet, draw definite conclusions with re- 
gard to the human host. It must be re- 
membered that the resistant organisms 
did produce lesions in guinea pigs 
suffering from a concomitant disease 
(enteritis) ; that these organisms do re- 
vert to isoniazid-sensitive in vitro if 
grown in drug-free media; and that 
patients as a rule worsen bacteriolo- 
gically once these organisms appear. 

It is possible, of course, that these 
resistant organisms play no part in the 
maintenance and spread of tubercular 
lesions in a patient. If that is true then 
the bacteriologic relationship to non- 
improving patients should be a consist- 
ant increase or, at least maintenance of 
the isoniazid-sensitive organisms, even 
when isoniazid-resistant organisms are 
being produced. In other words, the 
sensitive organisms (or perhaps par- 
tially resistant ones) are producing the 
lesions and these organisms are not 
eliminated by the drug. They multiply 
as sensitive organisms and maintain the 
active disease, and at the same time re- 
sistant organisms are produced which 
play no part in the formation of new 
lesions. 

To prove this would require a corre- 
lation between clinical findings and a 
quantitative study of resistant and sensi- 
tive tubercule bacilli in sputum of 
patients. We are at present undertaking 
this experiment by means of the quanti- 
tative catalase test,’*> which has proved 
of value in rapidly identifying the per- 
centage of resistant and sensitive tu- 
bercle bacilli in a culture.'* We hope by 
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this means to study and report the rela- 
tionship between the clinical findings on 
the one hand and the resistant-sensitive 
correlation on the other. 


Summary and Conclusion 


1. Guinea pigs and mice were injected with 
mixtures of isoniazid-resistant and isoniazid- 
sensitive tubercle bacilli. The inoculum con- 
sisted of 100 per cent sensitive organisms; 
50 per cent sensitive and 50 per cent resistant; 
90 per cent resistant and 10 per cent sensitive; 
98 per cent resistant and 2 per cent sensitive. 
After autopsy of the animals, the lesions were 
cultured and the tubercle bacilli tested for 
isoniazid sensitivity. 

2. Guinea pigs were injected with sensitive 
strains of tubercle bacilli; 25 days later 
(seven days after reverting to tuberculin- 
positive) they were reinjected with isoniazid- 
resistant tubercle bacilli. After autopsy the 
tubercle bacilli isolated were tested for sensi- 
tivity to isoniazid. 

3. The results indicate that the resistant 
tubercle bacilli play little, if any part, in the 
formation of tubercles in the guinea pigs or 
mice under the conditions of the experiments 
described. 

4. The possible significance of the isoniazid- 
resistant organisms is discussed. 
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The U. S. Civil Service Commission announces an examination to fill clinical 
psychologist positions, including a few speech pathologist positions, in Veterans 
Administration hospitals and offices throughout the country. Annual salaries range 


from $5,940 to $10,800. 


No written test is required. Applicants will be rated on the basis of evaluation 


VA Clinical Psychologist Examinations 


of their personal and professional qualifications. 


Applications, being accepted until further notice, must be filed with the Board 
of Civil Service Examiners, Veterans Administration, Washington 25, D. C. 
Further information and application forms may be obtained from post offices or 
from the U. S. Civil Service Commission, Washington 25, D. C. 
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Proposed Report on Educational 
Qualifications of Sanitary Engineers 
Engaged in the Field of Public Health 


way, New York 19, N. Y. 


This is a provisional report published at the request of the Committee on Professional 
Education of the American Public Health Association before transmittal to the Governing 
Council in order to permit the members and Fellows of the Association to review it and 
to offer criticism and suggestions. All comments will be carefully weighed by the Com- 
mittee on Professional Education and accepted changes will be incorporated in the report 
before presentation to the Governing Council for action. Address comments to: Secretary, 
Committee on Professional Education, American Public Health Association, 1790 Broad- 


The term “sanitary engineer” * as 
used in this report refers to the engineer 
who is trained in technics that permit 
him to advise upon, administer, super- 
vise, or otherwise conduct professional 
and scientific work where the use of 
engineering knowledge and skills are 
essential for identification and control 
of environmental factors that may pro- 
duce a detrimental effect on the physical, 
mental, or social well-being of man. 
The term “sanitary engineering” as 
used in this report includes the public 
health aspects of all environmental con- 
ditions and situations, the control of 
which is based upon engineering prin- 


This report, like all other statements of the 
committee on professional and technical qual- 
ifications in public health, is subject to peri- 
odic revision in order that it may be kept 
abreast of the best thought. 

This proposed report is a revision of the 
report on the Educational Qualifications of 
Public Health Engineers approved by the 
Governing Council on March 1, 1947. 

* The term “sanitary engineer” is used in 
lieu of the term “public health engineer,” but 
is intended to include all those who now have 
the latter title. 
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ciples and the application of scientific 
knowledge. 


|. General Scope of Engineers in 
Public Health Programs 


Engineers with basic training in civil 
engineering have long been identified 
with the design of water treatment 
plants, sewerage systems, and facilities 
for waste disposal. It became evident, 
however, that to meet adequately the 
problems of both design and operation 
of such installations a knowledge of 
chemistry and the biological sciences 
was essential. This broadened the civil 
engineer's sphere of interest and in the 
course of time he became stimulated to 
take an active part in all of the many 
and related problems concerned with the 
promotion and preservation of the pub- 
lic health. The expansion and complex- 
ities of environmental controls have 
necessitated the enlistment of persons in 
other branches of engineering who 
possessed detailed knowledge of mechan- 
ical, chemical, and industrial engineer- 
ing. Thus, the skills of several types 
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of engineers have been coordinated to 
provide solutions for the problems that 
have been created by technological de- 
velopments. 

The practice of sanitary engineering 
includes not only the activities of engi- 
neers in official health agencies, but also 
the functions of engineers in private 
practice, in industry, in the field of in- 
ternational health, and in governmental 
organizations other than those regarded 
as health agencies. These functions in- 
volve the design of sanitary works, the 
review of plans, the supervision of plant 
operation, and the administrative direc- 
tion of persons involved in these activi- 
ties. In order to be qualified to review 
plans and to administer technical opera- 
tions the sanitary engineer must be 
trained and experienced in basic prin- 
ciples of planning, designing, construc- 
tion, and operation of such works and 
to advise on many related sanitation 
problems. 

Public health activities may be di- 
vided into two distinct but closely inter- 
related fields, one having to do with 
personal health services directed toward 
the individual and the other with en- 
vironmental health services directed 
toward the control of the environment. 
The first is normally the field of the 
physician and the nurse, while the 
second is that of the engineer and other 
sanitation personnel. There is no clear 
line of demarcation between these two 
fields of endeavor and consequently we 
have a zone wherein the activities of the 
physician and engineer merge. There- 
fore, successful operation of a public 
health program demands careful plan- 
ning, cooperative effort, and administra- 
tive participation by both physician and 
engineer. 

A complete pubiic health program 
must include adequate provision for 
beth personal and environmental health 
services. The health officer aided by an 
adequate and competent engineering 
staff will have the necessary administra- 


tive assistance and technical advice to 
develop a complete and well rounded 
program. Not only must the sanitary 
engineer assume responsibility for the 
engineering aspects of public health 
phases of community life, but he must 
also participate in the planning, design, 
construction, and operation of sanitary 
facilities that fall within the purview of 
other branches of government. 

It would appear self-evident that a 
department of health, through its engi- 
neering division or bureau, dees not 
operate as an isolated unit but that it 
plays a major role in the maintenance 
of an orderly and properly functioning 
society by cooperation with many other 
departments of government having engi- 
neering functions. A broad concept of 
the social, political, and economic forces 
that operate in the community is essen- 
tial to the recognition and development 
of such a program. 

A considerable expansion of public 
health programs is taking place at state 
and local levels. Industry is also ex- 
panding health protection and the sani- 
tary engineer is finding opportunities 
for application of his knowledge and 
technical skill in that field. Conse- 
quently, the demand for sanitary engi- 
neers exceeds the available supply of 
qualified men. 

Expansion of public works construc- 
tion, housing and urban redevelopment, 
protection against ionizing radiations, 
industrial activity, and the conservation 
of water resources are claiming addi- 
tional numbers of trained men. Only 
by the establishment of high profes- 
sional standards with a corresponding 
increase in remuneration can the re- 
quired number of competent persons be 
obtained and their services retained. 


ll. Activities and Functions of 
Engineers in Public Health 


Major activities of the sanitary engi- 
neer are centered in the conception, de- 
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sign, construction, operation, and man- 
agement of sanitation facilities to safe- 
guard the public health. The procedures 
involved and the role of the sanitary 
engineer in the development of such 
facilities include: 

a. Investigation, planning, and promotion 

b. Designing structures and preparing speci- 
fications 

c. Inspection and direction of construction 

d. Management, maintenance, and operation 

e. Administration 


The design and construction of sani- 
tation facilities is generally undertaken 
by engineers in private or consulting 
practice, although large corporations, 
water departments, sewerage divisions 
of large cities, and city engineers may 
be engaged in this work. Some units 
of the federal government as well as 
state public works departments will do 
design work for properties under their 
jurisdiction. The management, main- 
tenance, and operation of these works is 
generally assigned to existing or spe- 
cially organized departments or to an 
appropriate political subdivision. 

The proper development and opera- 
tion of sanitary works are matters of 
public concern in general and of public 
health in particular. Since economic 
consideraticns are associated with the 
development and operation of sanitary 
works, and since there may be a conflict 
of interest among different regions, com- 
munities, or industries with regard to 
sanitary needs, the supervision and 
regulation of such works is placed under 
governmental auspices, notably the en- 
gineering subdivision of health depart- 
ments. Briefly, those organizations are 
entrusted with the following activities: 


f. Conception of projects or practices to 
correct deficiencies and promotion of action 
to insure execution of remedial measures 

g. Furnishing advice relative to the ap- 
proval of proposed works and approval of 
completed works 

h. Supervision of operation and mainte- 
nance of existing works 


i. Development and enforcement of rules 
and regulations 

j. Administration of programs and pro- 
cedures of the agency office 


Procedures (f) to (j) are comple- 
mentary to the fundamental engineering 
procedures associated with the develop- 
ment and operation of sanitary works 
as listed in (a) to (e); they may be 
regarded as providing a system of 
checks and balances in the interest of 
health and welfare. To fulfill compe- 
tently procedures (f) to (j) the 
responsible engineer must possess the 
fundamental qualifications required by 
procedures (a) to (e), as well as addi- 
tional qualifications related to the pub- 
lic health and welfare aspects of these 
activities. 

Sanitary engineering in public health 
work includes not only supervision of 
the development and operation of sani- 
tary works as outlined above, but also 
technical and administrative participa- 
tion in the planning, design, construc- 
tion, operation, and maintenance of 
other elements of community life related 
to the protection and promotion of 
public health. These elements include: 
dwellings and buildings; structures and 
equipment used to produce, process, and 
distribute the food supply, refuse collec- 
tion and disposal; industrial operations, 
including waste disposal and excessive 
exposure of personnel to radiation; 
control of environmental conditions to 
minimize disease-carrying insects and 
rodents and to the growth of noxious 
weeds; atmospheric pollution including 
pollen, dusts, fumes, vapors, gases, and 
mists; and noise abatement. 

The following are listed as sanitary 
engineering activities now carried on 


in the public health field: 


1. Water supply, treatment and distribution 

2. Sewerage systems, sewage and industrial 
waste treatment and control 

3. Water pollution control 

4. Municipal and rural refuse disposal 
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5. Control of rodents and insects and nox- 
ious weeds 

6. Food sanitation involving the production, 
pasteurization, and processing of fluid milk 
and other manufactured dairy products; con- 
trol of processing, storage, handling, and dis- 
tribution of meat and meat products, poultry, 
bakery goods, fish, shellfish, canned and 
frozen foods; and the sanitation of public 
eating and drinking establishments 

7. Sanitation of schools, places of public 
assembly, camps and summer resorts, swim- 
ming pools, other bathing places and recrea- 
tional areas 

8. Promotion of healthful housing 

9. Home accident prevention 

10. Control of atmospheric pollution in- 
cluding fumes, dusts, gases, odors, and pollen 

1l. Industrial hygiene and sanitation, in- 
volving special engineering problems relating 
to industrial and manufacturing processes, 
and including varied elements of environ- 
mental sanitation 

12. City planning and redevelopment in- 
volving housing standards, heating, lighting, 
ventilation, and plumbing 

13. Noise abatement. 


In any program to influence and 
benefit the public health—both from 
the investigational viewpoint and de- 
velopment of feasible solutions—the 13 
areas of activity listed above necessitate 
the utilization of many phases of en- 


gineering knowledge. 


lll. Educational Background of 
Sanitary Engineers 


Sanitary engineers must possess two 
distinct and essential educational quali- 
fications: (1) basic education and 
training in engineering, and (2) spe- 
cialized knowledge and skill in sanitary 
science, sanitary engineering, and pub- 
lic health. 

A review of the problems usually al- 
located to the engineering member of 
the health department staff would also 
reveal the importance of personal quali- 
ties, without which the most perfectly 
trained sanitary engineer would prove 
to be an ineffective public health worker. 
To attain success in full measure engi- 
neers in public health work should not 


only be competent in their field of prac- 
tice, but must also be able to establish 
and maintain favorable human relations 
in their own department, other depart- 
ments of government, professional 
groups, and with the public. Among 
the personality attributes to be devel- 
oped are those that reflect creative 
ability, leadership, sound judgment, in- 
tellectual honesty, and a high sense of 
moral values. While many of these per- 
sonality qualifications may be recog- 
nized as necessary for success in any 
field, the public character of health 
work makes these attributes of such 
importance that they require considera- 
tion on almost the same basis as profes- 
sional and technical qualifications. 
While some of these attributes are 
inherent of personality and character 
traits others emerge only after a few 
years of professional experience. Time 
is required, therefore, to develop, or 
disclose the lack of, an individual’s 
ability to undertake responsibilities as 
an effective sanitary engineering staff 
member of a health department. 


A. Basic Engineering Education 


The sanitary engineer in public health 
work should be a graduate of a full four 
years or longer course leading to a 
bachelor’s or higher degree* taken 
at a college or university of recognized 


*In making this recommendation the 
American Public Health Association expressly 
recognizes that there are persons now actively 
engaged in public health work who are lack- 
ing in formal education, but whose training 
or experience should be accepted as fully 
equivalent to the basic engineering education 
defined above. The basis of substitution shall 
be at least two years of appropriate training 
or experience equivalent to one year of formal 
engineering education. Such persons who 
have sufficient equivalent training or experi- 
ence to substitute for the accredited engineer- 
ing education they lack shall be considered 
professional engineers for the purpose of this 
report. This substitution, however, shall be 
limited to baccalaureate engineering educa- 
tion requirements. 
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standing.* In so far as the academic 
requirements are concerned the basic 
education of engineers should make 
him eligible for admission to examina- 
tion for licensure to practice profes- 
sional engineering in the state where he 
is employed. Completion of a well or- 
ganized sanitary engineering curriculum 
in seeking a bachelor’s degree will prove 
to be advantageous to the graduate. 


B. Specialized Education and Training 


The varied functions of a sanitary 
engineer in public health work necessi- 
tate additional education beyond that 
ordinarily acquired by basic training in 
engineering. Successful performance 
in his profession requires: (a) an inti- 
mate and working knowledge of the 
physical, chemical, biological, and en- 
gineering sciences upon which the sani- 
tary control of environment is based; 
and (b) the ability to identify, evaluate, 
and explain in terms of their public 
health implications those environmental 
factors that will promote and protect 
health, or those that are capable of 
injuring health. 

This specialized knowledge lies mainly 
in three fields: (1) sanitary engineer- 
ing, (2) sanitary science, and (3) pub- 
lic health. The elements of these are 
indicated in the outline of graduate 
education, Section IV. In the rigorous 
undergraduate engineering curriculum 
the amount of time that can be allotted 
to specialized study in these three fields 
without impairing the basic engineering 
education is limited. 


*A college or university of recognized 
standing is defined as one which is accredited 
by a national or regional accrediting associa- 
tion, such as the Association of American 
Universities, the National Commission on Ac- 
crediting, or the New England, Middle States, 
North Central, Southern, or Northwest Asso- 
ciation of Secondary or Higher Schools, or one 
whose engineering curricula have been ac- 
credited by the Engineers’ Council for Pro- 
fessional Development. 


For best results, the minimal prepara- 
tion of an engineer for a career in pub- 
lic health requires one or more years 
of specialized study as outlined in Sec- 
tion IV and a period of supervised 
experience in addition to the minimum 
of four years required for graduation 
in engineering. However, to enable the 
graduate in engineering to begin work 
and gain experience and to prepare him 
for graduate study it is desirable that 
his undergraduate program should in- 
clude as much instruction as possible in 
the fundamental sanitary sciences— 
especially bacteriology and chemistry— 
and in the principles of sanitary engi- 
neering and public health. 

A program of study, preparing for a 
career in sanitary engineering, may fol- 
low one of three approaches: 

1. Four-year Undergraduate Curric- 
ula in Sanitary Engineering +—In 1952, 
only four such curricula were accredited 
by the Engineers’ Council for Profes- 
sional Development. 

2. Sanitary Options in Four-Year 
Undergraduate Curricula of Civil En- 
gineering—In 1952, 26 ¢ such curricula 
were accredited by the Engineers’ Coun- 
cil for Professional Development. 


¥ According to a publication of the U. S. 
Public Health Service entitled “Graduates 
from Undergraduate Sanitary Engineering 
Courses in the United States in 1953,” there 
were 41 universities and colleges offering 
sanitary engineering as a major area of study 
concentration. From these institutions, during 
the academic year 1953, 216 persons were 
reported as having been graduated after 
having successfully completed work in sani- 
tary engineering. Of this number, 29.6 per 
cent followed curricula which, among other 
subjects, contained 33 to 45 semester hours 
of the following: water supply and sewerage 
design; water treatment and distribution; 
sewage treatment and disposal; sanitary en- 
gineering laboratory methods; chemistry; 
microbiology of water and sewage; chemistry, 
including general chemistry; biological sci- 
ence, including bacteriology; related sanitary 
science and sanitation; and geology and 
hydrology. 

tOne of these was called Public Health 
Option. 
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3. Graduate Curricula in Sanitary 
Engineering and Public Health—These 
include two general types of programs, 
those in which the major study and 
graduate degree is in sanitary engineer- 
ing and those in which the major study 
and degree is in public health. Such 
programs provide opportunities for en- 
gineers with little or no training in the 
public health aspects of engineering to 
develop a sufficient background to begin 
work in public health. They also pro- 
vide graduate instruction for those who 
have completed undergraduate pro- 
grams in sanitary engineering or sani- 
tary options. Either of the two types 
of programs should be accepted as satis- 
factory for these purposes if they in- 
clude adequate instruction in each of 
the three essential fields of knowledge 
previously outlined as well as enough 
choice of electives to meet the needs of 
students with varying backgrounds of 
training and experience. As yet, there 
are no accrediting agencies that examine 
and accredit graduate curricula in sani- 
tary or public health engineering. 

As a minimum for initial employment 
as a sanitary engineer, the graduate 
engineer should have completed an ap- 
proved undergraduate sanitary option or 
sanitary engineering program; or, in 
addition to graduation in engineering, 
should have received an equivalent 
amount and similar character of ap- 
proved postgraduate education or in- 
service training in sanitation and public 
health equivalent in amount and similar 
in character to that offered by the pre- 
viously mentioned courses. 

Such postgraduate training can best 
be obtained through study in an ap- 
proved educational institution but may 
be provided by postgraduate self-educa- 
tion or inservice training during a 
period of probationary employment un- 
der competent sanitary engineering 
supervision. A young engineer, at first 
employed in a subordinate position, 
should work under close supervision 


until he has prepared himself by expe- 
rience or graduate study for positions 
of major responsibility. Graduate edu- 
cation affords the greatest assurance 
that the sanitary engineer will become 
both broadly proficient and _ well 
grounded in the subjects that are funda- 
mental to his progress. 


IV. Graduate Education 


The true value of the sanitary engi- 
neer rests squarely on his ability within 
his professional field. 

Because of the wide difference in the 
technical knowledge required in the 
various fields of sanitary engineering 
activity, opportunity should be afforded 
for some specialization. Depending 
upon the student’s preparation, a suit- 
able program of graduate study should 
be developed from the following ele- 
ments of engineering technology, sani- 
tary science, and public health practice: 

1. The principles and practices of en- 
gineering analysis, design, and opera- 
tion as applied to works and projects 
for the protection and promotion of the 
public health, including (but not limited 
to) the following: water supply, purifi- 
cation and distribution; sewerage and 
sewage treatment, both municipal and 
suburban; the collection, handling, and 
disposal of municipal, suburban and 
rural refuse; salvaging and treating in- 
dustrial wastes; water pollution control; 
projects for the control of insect, rodent, 
and other vectors of disease transmis- 
sion; the engineering and administra- 
tive phases of food and milk sanitation; 
the sanitation of buildings including 
ventilation, air conditioning, heating, 
plumbing, and illumination; housing; 
municipal real estate planning, develop- 
ment and redevelopment; and industrial 
sanitation with particular reference to 
those industrial health hazards the cor- 
rection of which is largely an engineer- 
ing problem. 

2. Sanitary sciences, including (but 
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not limited to) : bacteriology, chemistry, 
parasitology, planktology, entomology, 
and human physiology as related to 
problems of sanitary engineering inter- 
est. 

3. (a) The principles of public 
health including (but not limited to) 
the following: public health administra- 
tion sufficient to give the student a clear 
understanding of the purposes, fune- 
tions, and legal bases of the general 
public health program and the responsi- 
bilities of the engineer within that 
program; epidemiology and communi- 
cable disease control; and_ statistical 
methods. 

(b) Emphasis should be placed upon 
the fundamental scientific engineering 
and public health content of the subject 
matter presented—the student being 
supervised and guided in his develop- 
ment of technics and practices based 
upon fundamental concepts. 

(c) For those engineers who desire 
graduate training, including some tech- 
nical engineering and some public 
health instruction, a university that in- 
cludes both a faculty of engineering and 
a faculty of public health is to be de- 
sired. For those who desire only tech- 
nical engineering work, a good graduate 
school of engineering is the most im- 
portant consideration. 


V. Classification of Sanitary Engineers 


In any organization having a staff of 
engineers classification is necessary. In 
general, such classification automatically 
occurs and it is a general requirement 
under usual civil service procedures. 
However, lack of uniformity in classifi- 
cation exists among the various health 
agencies employing engineers. The fol- 
lowing classification with educational 
and experience requirements is sug- 
gested. It is based on the requirements 
of several states, Federal Civil Service, 
the U. S. Public Health Service for 
Commissioned Officers, and the classifi- 


cation of engineers as adopted by the 
American Society of Civil Engineers. 

The education, training, and experi- 
ence stated in the classification should 
be regarded as the minimum that is 
normally acceptable. It is not intended . 
that the qualifications should be retroac- 
tive, but rather that they should apply 
to the selection of new employees and 
serve as a guide in the future advance- 
ment of sanitary engineering personnel. 

Because of the present limited supply 
of qualified engineers for public health 
work, it is proposed that in any grade 
two years under competent supervision 
in sanitary engineering work in a health 
agency may be substituted for the one 
year of graduate study as set forth in 
this report. However, the advantages 
of specialized graduate study in the 
sound and early development of sanitary 
engineers for positions of responsibility 
are recognized. Therefore, as soon as 
practicable, at least one academic year 
of approved graduate study as described 
in Section IV should be made a basic 
requirement for appointment or promo- 
tion to Grade III or to higher grades in 
this classification. 


Education and Experience 


The minimum educational require- 
ments for all grades are: (1) graduation 
in engineering from a college or univer- 
sity of recognized standing; and (2) 
satisfaction of academic requirements 
for admission to examination for licen- 
sure to practice engineering in the par- 
ticular state. 

With the exception of Grades I and 
II, specialized education should include, 
in addition to the minimum educational 
requirements, at least one academic year 
of graduate study in a recognized insti- 
tution of learning leading to a graduate 
degree with major study in sanitary 
engineering, sanitary science, and public 
health. In lieu of a year of graduate 
study, two years of suitable practice 
under the supervision of a competent 
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sanitary engineer in public health work 
may be substituted provided that: (1) 
such substitutions of experience for 
graduate study normally should not be 
allowed for grades higher than Grade 
III; and (2) a sanitary engineer who 
later completes a year or more of gradu- 
ate study should receive equivalent 
credit in his classification for the years 
of experience previously substituted in 
lieu of graduate study. 

Attainment of the doctor’s degree in 
sanitary engineering or in public health 
—if based on special studies in the field 
of sanitary engineering in a school of 
recognized standing—should be consid- 
ered as the equivalent of, and may be 
substituted for, a part of the experience 
requirements of the classification below 
as follows: Grade III and above—two 
years. 


Experience 


The qualificationss for each grade 


should conform with the educational re- 
quirements or equivalent experience as 
described above in addition to the expe- 
rience indicated below: 


Grade I--Trainee, no experience required 


Grade II—At least one year of suitable 
experience in sanitary engineering work under 
competent supervision 


Grade III[—At least two years of suitable 
experience in sanitary engineering in a grade 
comparable to Grade II, of which at least one 
year of the total experience must be in public 
health work. (Total three years of sanitary 
engineering, one of them in public health) 


Grade IV—At least two years of sanitary 
engineering experience in a grade comparable 
to Grade III, of which at least two years of 
the total experience must be in a responsible 
position in public health work. (Total five 
years of sanitary engineering, three of them 
in public health) 


Grade V-—-A minimum of five years of 
engineering experience in a grade comparable 
to Grade IV. Of a total of 10 years sanitary 
engineering experience required, five years 
of the total experience must be in a responsi- 
ble position in public health. (Total 10 years 


of sanitary engineering, six of them in public 


health) 


Grade VI—A minimum of two years of 
engineering experience in a grade comparable 
to Grade V. Of the total experience required, 
five years of the total experience must be in 
a responsible position in public health. (Total 
12 years of sanitary engineering, six of them 
in public health) 


VI. Qualifications for Directing 
Personnel 


Director 


The qualifications for the position of 
director of a division of sanitation, or 
the equivalent (however designated), in 
a health department will vary depending 
upon the size of the division and the 
responsibilities of the position. A direc- 
tor should have the educational require- 
ments set forth for all sanitary engi- 
neers, coupled with general knowledge 
of all phases of engineering in public 
health work and an intimate knowledge 
of those problems that are of impor- 
tance in the particular area or com- 
munity in which he is to be employed. 
It is particularly important that he 
should have those qualities of person- 
ality and character that denote a leader, 
and he must have the administrative 
talents to organize and direct operations 
at a division level. 

In small health units where only one 
person is engaged in environmental 
sanitation activities, this person should 
meet the qualifications of one of the 
sanitary engineering grades unless he 
is working under the technical direction 
of a sanitary engineer of the staff of an 
overlying governmental health agency. 


Assistant Director 


An assistant director should have the 
qualifications for the next grade below 
that in which the director is classified 
and should show evidence of leadership 
qualities as well as the desire and 
ability to assume administrative tasks. 
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The Committee on Professional Education expresses grateful appreciation to the subcommittee 
which assisted with the preparation of this report. This subcommittee consists of: 


B. A. Poore, Chairman Epwarp J. CLeary 
Hersert M. Boscu, Referee Artuur P. MILLer 
H. G. Barry, Se.D. Morton S. 


Board of Dental Public Health 


The American Board of Dental Public Health announces its next certifying 
examination on October 13 and 14, 1955, in San Francisco, Calif., in conjunction 
with the annual meeting of the American Dental Association. Candidates for 
this examination must submit their applications to the secretary of the board not 
later than June 15, 1955. 

As a result of the certifying examination given by the board at the University 
of Miami, in November, 1954, Drs. Polly Ayers, Leonard F. Menczer, and Jacob 
M. Wisan have been certified as Diplomates of the board. 

Information and examination application forms may be obtained from the 


Secretary, Dr. Philip E. Blackerby, Jr., 250 Champion Street, Battle Creek, Mich. 
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‘ 

Official Monthly Publication of the American Public Health Association, Inc. ‘ 
Volume 45 January, 1955 r Number | 


The Headaches of Suburbanization 


*$ One of the participants in the Symposia held at the Buffalo meeting on metro- 
politan-urban problems made the cogent comment that “it is probable that 
metropolitan urban problems are favored with more discussion and less action than 
any other phase of our system of local government.” 
The same comment was volunteered by the editorial writer in the Newark 
° Evening News of October 16, 1954, when he spoke of the Buffalo meeting in the 
following terms. “If this (suburbanization) had been an increasing threat over . 
20 years, it is fair to wonder why greater and earlier stress was not placed upon 
it.” The implied criticisms are undoubtedly warranted, since we have been long 
on diagnosis and short on therapy in this interesting and baffling problem of 
government. What do the discussions disclose and what are the areas of agree- 
ment? No dissenting opinion arose on the fact that the problem of suburbanization 
was due to the “great spill” over the boundary lines of municipalities beginning 
in the 1920’s and was sharply accelerated after the war. Its causes seemed reason- 
ably clear: increased population rate of growth, improved transport facilities, 
decentralization of important industries, housing developments, and escape from 
overcrowding. At least in general terms, these causes were agreed upon, with 
particular emphasis on the fact that great generalizations were not uniformly 
applicable to all the areas of the country. 
It was equally agreed, with startling unanimity, that society was completely 
unprepared to meet the many governmental issues which resulted from this great 
mass movement and extension of new population in suburban areas. All of the 
social functions and facilities with which an American population is familiar 
were very much in demand and were difficult to supply because of the absence of 
appropriate social organization and the collateral fiscal and political instruments. 
The shift from a rural to an urban economy found most parts of the United States 
completely unprepared to provide adequate services. 
The inevitable results in 1954 of chaotic administration and of failure of most 
services characterized much of the discussion. Ample statistical data were provided 


to substantiate the feeling that the conditions described, with their subsequent con- r 
tinuing hazards to the public, were not being relieved by realistic and prompt 
solutions. 
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It is not unfair to say that it was equally apparent that the responsibility for 
these failures might be universally shared among health departments, school depart- 
ments, legislative groups, and the average citizen. Beating of breasts was more 
general than the creation of leadership. Militant inertia, when confronted with 
fiscal and legal obstacles to programing, settled down to sitting by until something 
turns up. Unfortunately in too many instances both state and local agencies con- 
tributed to the aggravation of the problem, either by initiating short-term, ill- 
advised solutions or by focusing on long-range efforts which were unrealistic or 
retarding in their effect. Somewhere along the line, the leadership by some health 
departments and similar official agencies in planning social organization to meet 
many of the sanitary and health problems was singularly lacking. Perhaps they 
were diverted from this important task by the great responsibilities which had been 
placed upon them over the last 20 years in the new fields of medical care and 
hospitalization. Many of the more familiar and orthodox efforts appeared to go 
by the board when government units created confusion or were nonexistent. 

With respect to therapy, the discussions were singularly barren. Yet, it is in 
this area where the health departments may still have their best opportunity. They 
must develop organizational and fiscal solutions to the problems which were so 
well presented. These organizational solutions are many in number and in 
character and enough examples of them are operative throughout this country to 
offer at least partial answers to the problems of suburbanization. None of them, 
of course, will spring full grown from a suggestion, but will require major con- 
tinuing effort and leadership on the part of state and local health officials. 

The metropolitan areas of this country will continue to provide substantial ‘ 
headaches in administration and in finance until and unless comprehensive or 
ad hoc provisions are made for their correction. Which of the available procedures 
is best adapted to a particular area will be a matter of local determination. Health 
officials, however, should look with discerning interest at the Virginia State law 
providing for annexation. It is perhaps one of the best in the country. They 
would find equal profit in reinspection of the many successful sanitary districts 
throughout this country, such as in Nassau County, N. Y., the Washington Subur- 
ban Sanitary District in Maryland, the Los Angeles County Sanitary District, and 
others. 

In similar fashion, many devices for joint operation of city and county fune- 
tions have been worked out in a number of areas in this country. The Greater 
Toronto Experiment in combining responsibility for the operation cf many city- 
metropolitan area activities will bear watching. 

In all of these efforts the American Public Health Association itself might and 
could play a significant part in developing answers through committee action as 
a major contribution to public health administration. Such an effort would fall ‘ 
within the scope of the Committee on Administrative Practice, even though this 
might require a strengthening of interest and effort in this particular sector. Is it 
too much to hope that, when another symposium on suburbanization is held, 
concrete proposals will be presented for organizational structures which have had 
the successful test of time and which promise equal success for the next decades? 

The perfect answer is unlikely to appear, but better improvisation for partial solu- 
tions can certainly be discovered and applied out of the available experience of 
the last two decades. 
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Albert Neisser and the Gonococcus 


Late in the eighteenth century, John Hunter, a brilliant English surgeon, 
“proved” that gonorrhea and syphilis were variations of the same disease. He 
inoculated his own skin with infectious material from the urethra of a young man 
presumed to have gonorrhea, and thus he contracted syphilis from which he later 
died. This heroic experiment added nearly a century to the confusion over the 
identities of the two diseases. Although Philippe Ricord in 1831 helped to clarify 
the issue by the inoculation of several hundred human volunteers with gonorrhea 
without producing syphilis, it remained for Albert Neisser to discover the gonococ- 
cus in 1879 and thus, also, to give his name to that group of organisms now known 
as the Neisseria, of which the gonococcus is the type species. All further question 
as to the separate identities of the two diseases was settled, of course, by the 
discovery of Treponema pallidum by Schaudinn and Hoffman in 1905. 

The one hundredth anniversary of the birth in Breslau of Albert Ludwig 
Sigmund Neisser will be observed with proper ceremony this year. It is appropri- 
ate, therefore, to look back through the years to discover what has happened to the 
disease, the etiology of which was first disclosed by this German physician. 

Subsequent to its discovery, the gonococcus was first cultivated by Leistikow 
and Loeffler. in 1882, but more satisfactorily grown and studied by Bumm in 1885. 
Its identification was greatly simplified by the introduction of the Gram stain, the 
only significant contribution to science by Hans Christian Joachim Gram in 1884. 
Its differentiation from others of the Neisseria was subsequently made possible by 
the application of sugar fermentation, and in 1911 Schwartz and McNeil applied 
the principle of complement fixation to the diagnosis of gonorrhea. 

Except for certain relatively recent refinements in the culture of the gonococcus, 
the diagnosis of gonorrhea has improved hardly at all beyond the contributions 
of these men. Most gonococcal infections in men are diagnosed at the microscope 
from smears stained by the method of Gram (if not with methylene blue), and 
culture of the gonococcus remains the most dependable, but still a very inadequate 
means for the detection of the disease in women and female children. Cultural 
procedures, moreover, are still so uncertain that they give reliable results only in 
the hands of the experienced and are available only where direct laboratory service 
is to be had, since transportation media are not too reliable and are supplied by 
few laboratories. 

The treatment of gonorrhea was advanced a little from the era of sandalwood 
oil by the introduction of potassium permanganate solutions for urethral irrigations 
by Janet in 1892, and a little further, early in the present century, by the addition 
of the silver salts to the therapeutic armamentarium. Filtrates, vaccines, bacterio- 
phage, nonspecific proteins, and fever each had their short day, as did the hormones 
for the treatment of gonococcal vulvovaginitis in female children. But urethral 
irrigations and instillations, prostatic massage, and vaginal douches were the 
general order of the day for nearly forty years with certain important modifications 
of philosophy and technics by Pelouze in 1928. Prostatitis was the rule, epididy- 
mitis was commonplace, pelvic inflammatory disease was a routine extension of 
gonococcal infection in women, and all sorts of minor and some major complica- 
tions were expected to occur during the course of the disease in either sex, usually 
in spite of treatment. 

The treatment of gonorrhea was left very much to the “clap doctor” and the 
quack, and those urologists and gynecologists who did treat the disease were careful 
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to do so “under wraps.” In 1930 a group of these specialists in Massachusetts 
decided that it was time to make the management of gonorrhea a proper function of 
respectable medicine. As the Neisserian Medical Society of Massachusetts, and 
through the medium of the New England Journal of Medicine, they made them- 
selves heard literally all over the medical world. In 1934 the American Neisserian 
Medical Society (now the American Venereal Disease Association) was organized 
and took over and extended the program and served as adviser to the U. S. Public 
Health Service in its development of the campaign for the control of gonorrhea. 

In 1937 Dees and Colston first disclosed that the sulfonamides would cure 
gonorrhea and interest rose to fever pitch, only to subside miserably as the gono- 
coccus proceeded to develop overwhelming resistance to every new member of this 
group of drugs. Within the short span of five years the sulfonamides had come 
and had almost gone, so far as gonorrhea was concerned. Fortunately, at this 
critical moment, Mahoney, Van Slyke, and others demonstrated that penicillin 
would cure gonorrhea, and it was not long before nation-wide experirnentation 
confirmed this welcome fact. For the past ten years penicillin has been used almost 
exclusively for the treatment of this disease, and there has been no indication 
whatever of any developing resistance on the part of the gonococcus to this drug. 
Cure can be effected in practically every case by the proper dose of the drug and 
usually with a single injection. It may reasonably be said, therefore, that this 
problem has been solved and that the management of gonorrhea has become almost 
exclusively a function of respectable and ethical medical practice. 

It would be most satisfying to be able to conclude this editorial with the 
statement that the problem of controlling gonorrhea has likewise been solved, that 
this disease of the multitudes and the ages has all but disappeared, and that Albert 
Neisser may now rest in peace in the knowledge that what he began with the dis- 
covery of the gonococcus has now been finished. But that is not so. Nearly 
250,000 cases of gonorrhea were reported in the United States last year, and there 
is some evidence that the rate is rising again, after a brief decline from its peak in 
1947. It is probable that hundreds of thousands of infections are never medically 
identified or reported and that up to a million infections may occur annually in 
this country alone. Diagnosis is so difficult in the female that the ratio of reported 
male to female infections may be as high as seven to one. Reinfection is so 
common, after quick cure, that it has been observed in some areas that less than 
one-quarter of the patients account for at least half of the infections—and up to 
ten, or more, infections in the same person within a calendar year have been 
reported. This is in great contrast with the more than 90 per cent decline in 
reported early syphilis since the introduction of penicillin; a phenomenon in 
contradictions which confounds the experts. 

It is possible, of course, that the same therapeutic and epidemiologic and 
social forces which have produced the decline in syphilis may, in time, effect a 
similar decline in gonorrhea. Gonorrhea is many times more prevalent than 
syphilis, so that the mass to be moved is very much greater. Inability to diagnose 
the disease easily in women allows many undetected infections to remain as a 
reservoir for the repeated reinfection of many males, whereas syphilis is detected 
at very nearly the same rate in both sexes. Repeated reinfection is common- 
place in gonorrhea, but relatively rare in syphilis; and the much longer incubation 
period of syphilis makes it more likely that that disease may be aborted before it 
reaches clinical and infectious levels by an antibiotic given for some other con- 
current infection. Only time can tell. 
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In the meantime, as we observe the one hundredth anniversary of Albert 
Neisser’s birth, and the seventy-fifth year since his discovery of the gonococcus, 
we are obliged to confess that about all we have gained in all that time is some 
little improvement in our diagnostic ability, an almost perfect therapeutic agent, 
and the almost total prevention of serious complications of the disease in the 
male, but not in the adult female. We have produced very little, as yet, in the 
way of a solution of the problem of what to do about gonorrhea as a very 
prevalent communicable disease. 

Certainly, this is not the time to reduce appropriations or in any other way to 
relax our efforts for the control of the venereal diseases. 


Social Components in Health Department Programs 


3~ As the number of social workers continues to increase in health departments 
interest is growing in examining and understanding the complementary nature 
of public health and social work. A “Guide in Considering Social Factors of 
Health Department Programs,” has been prepared by social workers in the Cali- 
fornia State Department of Public Health. It was developed at the request of the 
California Conference of Local Health Officers to re-emphasize for all professional 
public health personnel the relationship between psychosocial factors and public 
health practices. Social work functions, as such, are not the focus, but rather the 
social factors a health department should consider in the furtherance of its pro- 
grams, whether or not it employs a social worker. (See page 125 for summary.) 

The primary function of social workers in hospitals—that of casework with 
individuals—is not always suited to public health agencies with their breadth of 
program. The guide furnishes organized material stressing the necessity of inte- 
gration of social work and public health with the utilization of social work knowl- 
edge and technics in preventive and administrative public health programs. 
Although its essential content is not new to public health, it maintains the idea 
of the importance of the individual, suggesting ways, in addition to casework 
service, to preserve this concept. 

Since health departments vary, as do social problems and the resources avail- 
able to meet them, the questions and statements in the guide were made broad 
and general. A framework is provided from which more searching questions 
and analyses could be developed. An underscoring of the classic relation of social 
components to public health programs and the avoidance of technical social work 
terminology combine to enable professional personnel, such as health officers, 
directors of public health nursing, and health educators to apply the guide in 
program planning. Although the content of the guide is familiar and well 
traveled ground tc social workers, it can serve as the base from which the social 
service consultant can begin to work with those who wish this type of assistance. 

The guide has demonstrated primary value as an administrative and super- 
visory tool in development of new programs, in revaluation of current services, 
and in staff education. Although it is intended for use by all members of the 
health department staff, its greatest productiveness probably results when a social 
worker participates in its utilization. The guide, as a means to an end, can sharpen 
the focus of public health programs by helping to make effective use of funds, 
permitting the best utilization of available personnel, and diminishing overlapping 
and duplication of service. 
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Greetings from the Director-General of the World Health 
Organization to the Eighty-second Annual Meeting 
of the American Public Health Association 
in Buffalo, N. Y., October 12, 1954 


MARCOLINO G. CANDAU, M.D., M.P.H., F.A.P.H.A. (Hon. F.A.P.H.A.) 


‘In the last few years, your annual 
meetings have provided the World 
Health Organization with a most valu- 
able forum for bringing home to the 
thousands of members of the American 
Public Health Association the real sig- 
nificance of WHO's aims and work. The 
second general session of the 79th meet- 
ing in San Francisco was entirely de- 
voted to the topic of “International 
Health” and heard profound and far- 
reaching analyses by Professor Winslow, 
Dr. Boudreau, and Dr. Chisholm of the 
philosophy and the fundamental princi- 
ples on which WHO is built. During 
that same meeting—and another one 
held last year—my colleagues, Drs. 
Soper, Mani, and Shousha, told you 
about the particular aspects of our 
organization’s work in the Americas, 
Southeast Asia, and the Eastern Medi- 
terranean. 

I am personally very happy about 
these precedents, since, in line with what 
seems to have become a real tradition, 
it is this time my privilege to be your 
guest tonight as the representative of 
WHO. 

Only, I notice that I have been put 
in a special situation. You did not ask 
me to prepare a speech or a paper on 
any specific question relating to WHO. 
Since I have been a member of the 
APHA for 15 years, and since I had the 
honor of being elected last November 
an Honorary Fellow of the Association, 
this may be a punishment for having 
gone over completely to the other side; 
or again it may be preferential treat- 
ment granted to an old friend. I, of 


course, like to look at it in the latter 
way. Indeed, I feel that tonight I am 
here as one of you, rather than as a 
guest, and I remember with pleasure 
one of the last meetings of the APHA I 
attended in New York, during which 
you showed your trust in me by making 
me one of the vice-presidents of your 
Association. 

Speaking more officially, I am grate- 
ful to you for giving me this oppor- 
tunity of extending the greetings of 
WHO to the 82nd Annual Meeting of 
the APHA and of underlining once 
again the great importance WHO at- 
taches to its relationship with your 
Association. As you know, the basic 
role of WHO is to act as a kind of 
international ciearinghouse, through 
which experience and knowledge in 
various branches of medicine gained by 
any individual country can be put at the 
disposal of all other countries. Ex- 
change of scientific information is in- 
deed the essential tool which we use in 
improving the public health services of 
our various Member States, thus en- 
abling national health administrations 
to raise the physical and mental stand- 
ards of their citizens. In a world in 
which the patterns of public health are 
constantly changing, WHO will be able 
to discharge its great responsibilities of 
leadership and coordination in the field 
of international health only if it is 
assured of the wholehearted cooperation 
of public health workers everywhere. 
The studies resulting from your annual 
meetings are undoubtedly among the 
most important sources WHO can use in 
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its continuous search for the most 
efficient and at the same time the most 
economical methods by which modern 
health measures can be introduced to 
the great majority of countries. No 
less precious, of course, is the contribu- 
tion American, public health workers 
have made, and, I am sure, will continue 
to make, in serving as WHO consultants, 
field workers in an ever-increasing num- 
ber of countries, and members of our 
Expert Panels. 

I certainly do not need to stress in 
this gathering the importance of your 
share in the efforts initiated by the 
World Health Organization to coordi- 
nate research work on an international 
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level, and in training of fellows from all 
over the world. 

Once again, I am most grateful to you 
for having asked me to be with you here 
tonight. The interest and activity of 
professional groups such as yours are 
among the most powerful stimuli for 
those who are working in WHO, and I 
am convinced that our relationship 
with the APHA will become ever closer 
and will thus help to promote “world 
health,” which remains the ideal com- 
mon to both organizations. 

The World Health Organization 
brings greetings to the American Public 
Health Association and wishes it another 
successful year. 


Academy of Preventive Medicine 


The New York State Academy of Preventive Medicine was established at an 
organization meeting in Buffalo during the 82nd Annual Meeting of the American 
Public Health Association. About 30 Diplomates of the American Board of Pre- 
ventive Medicine in the state agreed upon the desirability of establishing an 
academy in order to strengthen the status of preventive medicine. V. A. Van 
Volkenburgh, M.D., was elected temporary chairman with power to appoint Con- 
stitution and By-Laws and Nominating Committees. These committees are to 
report and permanent organization is to be completed at the next meeting, to be 
held in conjunction with the New York State Medical Society in May, 1955. All 
Diplomates of the American Board of Preventive Medicine living in New York 
are eligible for Founder Membership if their applications are received prior to 
the May meeting. 

Similar academies are already in existence in four states—Florida, North and 
South Carolina, and Tennessee. 

Membership application blanks and further information may be obtained 
from Dr. Van Volkenburgh, 353 Broadway, Albany, N. Y. 
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Credit Lines 


The Journal cannot furnish copies of items mentioned in Credit Lines. Please 


send requests to the addresses given. 


Today's Focus in Tuberculosis 


The New York State Committee on 
Tuberculosis and Public Health has pre- 
pared for its affiliates “Guide Lines in 
the Light of Events in Tuberculosis 
Control.” Here are outlined the present- 
day emphasis on public information and 
education, intensive case finding and 
follow-up, and rehabilitation. The pub- 
lic should not be allowed to fall into 
the fallacy of believing tuberculosis is 
on the early way out because of the new 
drugs, the new surgery, and the closing 
of an occasional private tuberculosis 
hospital. Following a military principle, 
it suggests that rather than “disarma- 
ment after a major victory” armaments 
against tuberculosis must be maintained 
to prevent a regrouping and new assault 
by enemy forces. This statement has 
value on a much wider front than up- 
state New York for which it is designed. 
New York State Tuberculosis and 
Health Association, 105 East 22nd St., 
New York 10. 


Guidance and Health Challenges 


“Challenges Galore in 54 for Guid- 
ance and Health,” is the title of the 
Coordinated Conferences on Guidance, 
Personnel Services, and Health Educa- 
tion held during the 1954 summer ses- 
sion at the University of Wisconsin. 
The three keynote speeches, summaries 
of 10 group discussions, and some of the 
highlights from the final general session 
are given. The conferences were held 
under the auspices of the state depart- 
ments of health, public instruction, and 
vocational and adult education, the uni- 
versity, and two state counseling asso- 
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ciations. The report is edited jointly 
by Warren H. Southworth, Dr.P.H., 
chairman of the university’s education 
department, and Desmond O'Connell, 
program chairman of the Wisconsin 
Association of Educational and Voca- 
tional Guidance. Kramer Business 
Service, Gay Building, Madison, Wis., 
$1. 


A First in Sharing 


The National Tuberculosis Associa- 
tion announces that the Darlington 
County (S.C.) Tuberculosis and Health 
Association is the first of its more than 
3,000 local associations to answer the 
appeal for voluntary contributions to the 
association’s grant-in-aid program. At 
the beginning of 1954, the 50th anni- 
versary year of NTA, the managing 
director, James E. Perkins, M.D.. chal- 
lenged the financially strong associa- 
tions to aid their less fortunate neigh- 
bors and thus help meet total tubercu- 
losis control needs. (NTA Bulletin, Jan., 
1954, p. 5.) Darlington County’s $100 
contribution is the first answer to that 
challenge. 

NTA has given grants-in-aid to state 
and local associations with special prob- 
lems and limited finances since 1944. 
In the 10-year period nearly half a mil- 
lion dollars was granted to state and 
local associations in 17 states and Puerto 
Rico. Some of the earlier grants were 
made for improving facilities and serv- 
ices in official agencies; recent grants 
have been almost exclusively for em- 
pleying professional help in state and 
local associations. Grants of $55,500 
are proposed for 1954-1955 to help 
state or local associations in 10 states 
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and Alaska and Puerto Rico. Begin- 
ning with the current year, it is the hope 
that a part of the funds will be allocated 


by local associations. 


Round the World with WHO 


“Brother for Me” is a personalized 
story ef some of the facts and impres- 
sions that Professor Nathan Sinai 
gathered in his two years as consultant 
on planning and evaluation to the gen- 
eral director of the World Health 
Organization. He tells some of the dra- 
matic stories of the results that have 


come from WHO-aided operations. 


example, DDT has changed a million 
acres of a malaria death trap in a sec- 
tion of India into a food-producing area. 
Again, in the Volta River area of the 
African Gold Coast, the development of 
electric power, bauxite mines, and 
aluminum plants wait upon the control 
of the little Simulium fly that transmits 
onchocerciasis, or “river blindness” as 
the inhabitants call it. The protein de- 
ficiency disease, kwashiorkor, needs for 
its control not only food production 
but a change in food habits. In a gen- 
eration, perhaps, the author suggests, 
the combined technical knowledge and 
efforts of nutritionists, agricultural ex- 
perts, anthropologists, and educators 
may begin to defeat kwashiorkor. 

Professor Sinai, who directs the Bu- 
reau of Public Health Economics at the 
University of Michigan School of Public 
Health, takes his title from Dr. Albert 
Schweitzer’s “Ethics for Twentieth 
Century Man” who tells the philosophy 
of a primitive tribe. When an ambula- 
tory patient is asked to help a bedridden 
patient, the help is given if the two are 
members of the same family and if not 
rejected with “This brother not for me.” 
WHO represents its opposite; all the 
peoples of the world are “Brother for 
Me.” 

“Brother for Me” was published in 
the May, 1954, Michigan Alumnus 
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Quarterly Review and has been re- 
printed with its own cover. It is a 
moving and illuminating story high- 
lighting the inseparable triad of health, 
social progress, and economic develop- 
ment. 


Answering the Puzzling Questions 


The Wisconsin State Board of Health 
has recently published “It’s Up To You,” 
which is described as “Facts for all in- 
dividuals and groups who are interested 
in full-time county health departments.” 
It is further reported to “have been pre- 
pared in response to the many questions 
that have come from community leaders 
who are interested in the development of 
full-time county health departments.” 
It answers 16 of the usual questions that 
such leaders might have, such as, what 
are the states’ public health needs, what 
kind of local health organization do we 
now have, what is a full-time county 
health department, what services may 
one expect from it, what will it cost, 
what are the obstacles to setting one up, 
how does a county go about setting one 
up, and does Wisconsin have a plan? 

This pamphlet is a model for other 
states that have the need for something 
like it. It should be widely used and 
widely adapted to the special needs and 
situations of many states. A _ brief, 
highly selective bibliography of resource 
materials is not the least of its values. 
In single copies it is undoubtedly avail- 
able from the Wisconsin State Board of 


Health, Madison. 


Tuberculosis Society Consolidation 


In Pennsylvania two recent consoli- 
dations of tuberculosis societies illus- 
trate a growing trend toward county or 
district tuberculosis associations to 
match a similar trend in official health 
jurisdictions. 

The Pennsylvania Tuberculosis and 
Health Society announces that North- 
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umberland County (population 117,000) 
is now covered by two tuberculosis 
societies, each with a full-time paid 
executive. Previously, there had been 
five associations, only two of which had 
full time executives. These two asso- 
ciations now serve the entire county. 
The consolidation took place, says the 
report, primarily because the societies 
(with no paid staff) realized that the 
tuberculosis program would be furthered 
by the services of a full-time trained 
executive secretary. 

Another recent consolidation is repre- 
sented by the Cambria County Tubercu- 
losis and Health Association which 
serves the county’s entire population of 
about 210,000, where previously there 
was a Johnstown City Society and a 
County Society. 

In this connection, the National 
Tuberculosis Association recently com- 
pleted a study of consolidations of local 
tuberculosis associations. Some dis- 
tricting was found in 21 states, with 67 
district and area associations and plans 
covering 321 counties. The types of 
organization vary widely from actual 
district associations with a single board, 
budget, program, and staff to the 
cooperation of a number of associations 
in certain elements of a program, in the 
employment of an executive, in provid- 
ing consultant field service, among 
others. But one-third of the total are 
actual district organizations with a 
unified program. The report indicates 
that in one state “where the district 
tuberculosis associations encompass the 
same area as the district health units, 
the opportunities for improving and ex- 
panding tuberculosis facilities in the dis- 
trict health unit had been markedly 
increased.” 

The report, “A Survey of Organiza- 
tion on a District and Regional Basis by 
Voluntary Tuberculosis Associations,” 
as well as further information, is avail- 
able from Director of Program Develop- 
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ment, National Tuberculosis Association, 
1790 Broadway, New York 19. 


Public Health Services to Doctors 


“Directory of Services for Physi- 
cians,” the final issue of the Quarterly 
Bulletin of the New York City Health 
Department, is to be commended for two 
reasons. First, the department is to be 
congratulated that it has listed con- 
veniently the services that the depart- 
ment offers the practicing physician by 
way of consultation, epidemiologic 
service, laboratory services, and many 
others. This is something other health 
departments might do with profit. 

The other significant fact is that the 
quarterly, now 21 years old, is being 
discontinued. In its stead will be an 
annual directory of department services 
available to the physician. News of 
changes in the Sanitary Code, in public 
health practice, and new services avail- 
able to physicians will be furnished to 
County Medical Society bulletins which 
have agreed to publish the information. 
The reason, “We know that the busy 
practitioner finds it impossible to read 
even a fraction of the literature that 
reaches his desk in the daily mail. So 
we decided to be practical.” 

The department is to be congratulated 
on a willingness to look at its activities 
critically, even those that have been done 
just that way for 21 years—or even 
longer. 


Annual Reports 
“For All of These . . . Health To- 


morrow” is the 36th annual report of 
the Cincinnati Public Health Federation. 
It is an effective black and white job. 
In short paragraphs and simple illustra- 
tions, it manages to tell a lot about what 
the federation is doing to promote the 
health of the people of Cincinnati. 
Bleecker Marquette was the executive 
secretary. 
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“The Imperial Story,” the 1953 an- 
nual report of the California Tubercu- 
losis and Health Association is an 
unusual way of presenting an annual 
report. The story of the Imperial 
County Tuberculosis and Health Asso- 
ciation, one of 58 local tuberculosis 
associations in California, is told as 
typical of activities in the state and of 
the relationship between state and local 
associations. Besides which, it gives an 
opportunity for mentioning some of the 
more dramatic situations, such as the 
large body of migrant Mexican laborers 
in the Imperial Valley and the special 
tuberculosis problem they represent. 
California Tuberculosis and Health As- 
sociation, 130 Hayes St., San Fran- 
cisco 2. 


Worth Acquiring 


“Emotions and Physical Health” is 
said to be the “first full-fledged effort in 
the field of mental health by the Metro- 
politan Life Insurance Company.” It is 
a simple and straight-forward explana- 
tion of what is meant by a psycho- 
somatic disease—that it is neither 
unreal or imaginative, nor to be cured 
by medicine alone.. The explanations 
are made clear by such homely phrases 
as “a load on his chest,” “too much to 
swallow,” “more than I can stomach,” 
and others, and indicating that they 
represent fact as well as imagery. The 
little pamphlet, imaginatively and hu- 
morously illustrated, might well be in 
any health education kit. Metropolitan 
Life Insurance Company, One Madison 
Avenue, New York 10. 


“Refuse Collection and Disposal: A 
Bibliography, 1951-1953,” is a supple- 
ment to an earlier bibliography on the 
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same subject which covered articles pub- 
lished during the period 1941-1950. 
The articles deal not only with various 
methods of refuse collection and dis- 
posal, but also with the laws and ordi- 
nances on the subject and with costs. 
The present supplement, PHS Publica- 
tion No. 402, and the earlier bibliogra- 
phy, Publication No. 9, thus represent 
a 13-year index of articles on this sub- 
ject. The bibliography was prepared 
by the Interstate Carrier and General 
Engineering Program of the Divi- 
sion of Engineering Resources, Public 
Health Service, Washington 25, D. C. 


Free. 


The Natural History of a Crime and 
a Rejuvenation is the annual report of 
the chief justice of the New York City 
Court of Special Sessions. The subject 
of “how and why people get into trouble 
and the parts played by delinquent and 
society both in precipitating the crime 
and in reversing the morbid process to 
achieve health” is told in terms of an 
actual case history. The important 
point is that neither crime nor the re- 
habilitation of the offender are solely 
his, but society’s as well. 

... “Today’s youth needs reassurance 
that the basic attitudes of adults—the 
power groups of society—are humanly 
friendly and cooperative within the 
established areas of responsible be- 
havior. . . . Society’s readiness to receive 
those healed of their moral infirmities 
back into the community, must be 
counted among our most important in- 
struments of moral regeneration.” 

Irving Ben Cooper is the chief justice. 
The report is available in single copies 
from the Court of Special Sessions of 
the City of New York, 100 Centre St., 
New York 13. 


Books and Reports 


All reviews are prepared on invitation. Unsolicited reviews cannot be accepted. 


The Vitamins. Chemistry, Physi- 
ology, Pathology (Vol. 1).—Edited 
by W. H. Sebrell, Jr., and Robert S. 
Harris. New York: Academic Press 
(125 East 23rd St.), 1954. 676 pp. 
Price, $16.50. 

This is the first volume of a compre- 
hensive three-volume text on the vita- 
mins—very comprehensive, indeed, if 
one is to judge from the present work. 
It covers just four vitamins in four long 
chapters: vitamin A and carotenes, 
ascorbic acid, vitamin B,s, and biotin. 
It is indexed by authors and by subjects. 
The treatment of each vitamin is divided 
into nine or more sections under such 
headings as chemistry, industrial prepa- 
ration, biochemical systems, biogenesis, 
estimation, occurrence in foods, effects 
of deficiency (in different species), 
pathology, pharmacology, and require- 
ments (of different species). This plan 
of organization, with each individual 
section written by an author or authors 
with special knowledge and competence, 
makes for a very complete and satis- 
factory presentation of our present un- 
derstanding of the vitamins. Each sec- 
tion abounds with references to original 
articles and reviews. The editors state 
in their preface that they have sought 
to give special emphasis to the chem- 
istry and physiology of the vitamins, 
while devoting less space to such sub- 
jects as clinical vitamin deficiencies, 
their treatment and methods of vitamin 
assay which are covered in other current 
monographs. This reviewer found the 
sections on the chemistry, the industrial 
preparation, and the biochemical sys- 
tems of the four vitamins of consider- 
able value and interest. 

A. Hucues Bryan 
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Survey of Food and Nutrition Re- 
search in the United States of 
America 1952—1953—Prepared by 
Food and Nutrition Board, National 
Research Council, Washington, D. C.: 
Gov. Ptg. Office, 1954. 372 pp. Price, 
$1.75. 

This is a report of the third survey of 
food and nutrition research in the 
United States, previous reports having 
been published in 1948 and 1950. The 
present survey was made and the report 
prepared by the Food and Nutrition 
Board of the National Research Council 
under contract with the U. S. Depart- 
ment of Agriculture’s Agricultural Re- 
search Service. 

This current survey lists more than 
4,800 research projects which were 
active during part or all of the period 
between July 1, 1952, and June 30, 
1953. Projects have been classified and 
listed under the following headings: Nu- 
tritional Requirements, Digestion and 
Metabolism, Nutrition and Disease, Nu- 
tritional Status, Analytical Methods and 
Bioassays, Enzyme Chemistry, Food 
Composition and Nutritive Value, Fac- 
tors Influencing Nutritive Value, Micro- 
biology, and Food Acceptance and Nu- 
trition Education. An innovation in 
this report is the section on “Titles for 
Suggested Research” in which approxi- 
mately 250 new or unsolved problems 
are listed. The report includes a register 
of personnel and organizations engaged 
in the research projects. 

Although the report was intended pri- 
marily for research workers and ad- 
ministrators in the food and nutrition 
fields as a means of communicating on 
problems of mutual interest and as an 
aid in the avoidance of duplication of 


| 
f 
: 


effort, it is of real value to public health 
workers. 

The detailed classification of subject 
matter is such that the report serves as 
a ready reference for the public health 
worker who wishes to be kept informed 
of current problems and progress toward 
their solutions. 

The section on Digestion and Meta- 
bolism illustrates this point with its 15 
subject headings, including such items 
as: amino acids and proteins, lipides, 
enzyme effects, hormone effects, anti- 
metabolites and interrelations, growth 
factors, and tissue biochemistry. The 
section on Food Technology includes 
the following subheadings, chemical 
additives, engineering methods and 
equipment, developmental research (in 
all food groups), and processing and 
storage. Auice H. Smiru 


Principles and Practice of Anti- 
biotic Therapy—By Henry Welch 
and collaborators. New York: Blak- 
iston (575 Madison Ave.), 1954. 699 
pp. Price, $12.00. 

This volume represents the most com- 
plete and up-to-date text available for 
information in the field of antibiotic 
therapy. Welch and his collaborators 
are to be congratulated on the produc- 
tion of what will be of value both to the 
research worker and to the practitioner. 
This volume is not merely a reprinting 
of the original volume of 1951. It is 
greatly expanded to include both new 
developments and a more detailed re- 
view of the use of antibiotics in certain 
specialized fields by 16 associate editors 
who are authorities in their own 
specialties. As might be expected, the 
chapters are of unequal value. Some 
certainly must be criticized as repre- 
senting uncritical compilations of avail- 
able literature rather than well balanced 
presentations based on mature judg- 
ment. If the volume is to be of real 
value to the busy practitioner, it should 
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present the latter point of view rather 
than the former. 

The authors and publishers have at- 
tempted to insure that the textbook will 
net be already out of date by the time 
of publication. Here, again, there is a 
difference between the chapters, some of 
which have no references to works pub- 
lished later than 1952 and based on 
work done perhaps a year earlier. 

Grorrrey W. RAKE 


An Introduction to Bacterial Physi- 
ology—By Evelyn L. Oginsky and 
Wayne W. Umbreit. San Francisco, 
Calif.: Freeman (549 Market St.), 
1954. 416 pp. Price, Trade $7.25, 
Text $6.00. 

The level of this textbook is set to 
bridge the gap between general bac- 
teriology and graduate studies in bac- 
terial physiology. Sections are devoted 
to bacterial anatomy, the factors con- 
trolling bacterial populations, the ma- 
chinery and biochemistry of bacterial 
metabolism, the physiology of bacterial 
variation, and the capacity of the cell to 
adapt and survive in changing environ- 
ments with a final chapter discussing 
virulence as a physiological problem. 

Its clear and lucid explanations of the 
very complicated processes of bacterial 
physiology and biochemistry are pre- 
sented in a most readable style and clari- 
fied by numerous illustrations. Although 
written as a text, this volume should be 
of interest to all bacteriologists who 
wish to extend their knowledge of bac- 
terial physiology. Epmunp K. 


Impairment Study 1951—Society of 
Actuaries. Chicago, Ill. (208 S. La 


Salle St.), 1954, 300 pp. 

$7.50. 

This report summarizes the latest com- 
prehensive intercompany investigation 
of mortality among insured persons with 
various types of medical impairments. 
Twenty-seven companies representing 
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about 70 per cent of ordinary insurance 
in force in the United States and Canada 
on December 31, 1950, participated in 
the study, which covered the experience 
of more than 725,000 policies, or about 
630,000 persons. 

The investigation included the ex- 
perience under ordinary insurance is- 
sued during the years 1935 through 
1949 for the most part, although for 
certain impairments data are shown sep- 
arately for the experience of policies 
issued during the period 1946 through 
1949. Information also is shown for the 
mortality experience of pregnant women 
during the first policy year only. 

Mortality data are presented for about 
140 classes of impairments which have 
been arranged in nine broad groups— 
diseases of the cardiovascular system, 
metabolic diseases, etc. Mortality is ex- 
pressed as the ratio of observed to ex- 
pected deaths. The computation of 
expected deaths is based upon a basic 
mortality table computed from inter- 
company experience under standard 
medically examined ordinary policies. 

Each section has a summary showing 
mortality ratios for each impairment, 
followed by detailed tables and a brief 
discussion and interpretation of the data. 
The detailed tables show for policies 
classified separately by age at issue and 
duration of policy, the number exposed 
to risk, number of actual deaths, number 
of expected deaths, and the mortality 
ratio. Whenever the data are numeri- 
cally adequate, mortality ratios for 
separate causes of death are shown. 

The limitations of the study are 
pointed out in the text. The data have 
been well organized and clearly sum- 
marized. Whenever relevant, compari- 
sons are made with corresponding data 
from clinical studies. Although the gen- 
eralization of the findings of this inves- 
tigation to the general population is 
subject to many qualifications, this book 
presents data unavailable in any other 
form. 


It merits the careful study of all per- 
sons interested in the effect of medical 
impairments on longevity. 


Haroip F. Dorn 


Public Administration Organiza- 
tions: A Directory, 1954—Edited 
by Frank B. Cliffe (7th. ed.). Chi- 
eago, Public Administration 
Clearing House (1313 East 60th St.), 
1954. 150 pp. Price, $2.50. 

This directory of unofficial organiza- 
tions in the field of public administra- 
tion in the Ur ted States and Canada 
lists over 700 agencies. More than 500 
are United States national organizations, 
nearly 150 are regional, such as the 
Southern Regional Educational Board, 
and nearly 70 are Canadian-wide organ- 
izations. 

The first group is made up of organ- 
izations of or for public officials and 
administrators, professional and tech- 
nical societies, and citizen organizations. 
For these 500 organizations interested in 
public administration and the problems 
of government, information is given on 
membership, finances, secretariat, activi- 
ties, affiliations, and publications. For 
the other two groups only addresses and 
secretariat are given. ; 

This directory should prove to be a 
useful source of information for public 
officials and others concerned with gov- 
ernmental problems. 

Martua 


Into the Freezer and Out—By Don- 
ald K. Tressler, Clifford F. Evers and 
Barbara Hutchings Evers (2d ed.). 
New York: Avi Publishing (31 Union 
Sq.), 1953. 246 pp. Price, $3.75. 
This book is replete with practical 

advice for those interested in the freez- 
ing preservation of foods for family 
consumption. One helpful chapter 
describes the preparation of foods for 
the freezer, step by step, for all vege- 
tables, fruits, juices, meats, fish, and 
dairy products commonly used. 
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The various types and sizes of home 
freezers, their use and care, and proper 
use of freezer space are discussed. Ad- 
vice is given on packaging with illustra- 
tions of recommended types of packages. 

Other subjects treated are the recom- 
mended storage temperature and length 
of storage, the freezing of cooked foods, 
and the preparation of frozen foods for 
the table. The precautions to be ob- 
served in thawing and cooking to avoid 
loss of food quality are cited. 

Many recipes appear throughout the 
book with suggestions for using “gour- 
met” foods, frozen salads, frozen sand- 
wiches, ice creams, and even sportsmen’s 
game. Hints are also given regarding 
frozen storage of miscellaneous items, 
such as coffee, ice cubes, spices, fruit 
purées. 

A planting and harvesting guide is 
given for homegrowers. The yields of 
frozen vegetables and fruits from fresh 
products are listed, and a vegetable 
cooking time chart is given. 

This book should be helpful to those 
embarking on a program of home 
freezing. B. E. Procror 


Microbiology of Meats—By Lioyd B. 


Jensen (3rd ed.). Champaign, Hl: 
Garrard Press (119-123 West Park 
Ave.), 1954. 422 pp. Price, $6.00. 
The first edition of this important 
book appeared in 1942 followed by a 
second in 1945. The present edition 
represents a thorough revision of the 
material in the second edition with a 
rearrangement of subject matter which 
adds greatly to the logical presentation 
of the vast amount of information de- 
veloped by the author and his colleagues 
in the Research Laboratory of Swift and 
Company and by other investigators 
throughout the world. Among the chap- 
ters the following subjects are discussed: 


Cured Meats and the Effects of Curing In- 
gredients on Bacteria in Meat 

Becteriology of Green Discolorations in 
Meats 
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Comminuted Meats (Sausage) 

Microbiology of Beef and of Bacon 

Microbial Aspects of Ice, Freezing, and 
Freezer Storage 

Action of Microorganisms on Fats 

Chemical Tests for Sanitary Quality 

Bacterial Spores and Canned Meats 

Gaseous Fermentation in Meat Products by 

the Genus Bacillus 

Storage of Canned Meats and Packaged 

Meats 
Bacteriology of Spices, Sugar, Paper, and 
Wood 

The introductory chapter dealing with 
the historical aspects of the subject will 
be extremely useful to those who are not 
familiar with the early beginnings of 
this branch of food technology. 

A number of the tables which ap- 
peared in the second edition have been 
revised by condensing the data without 
impairing their value. The text through- 
out indicates a careful checking of the 
available literature. The book is 
singularly free from typographical and 
other errors. 

The author is so eminent in his field 
of meat microbiology that this new 
edition of his book is one which is a 
“must” for all workers interested in the 
various problems dealing with the han- 
dling and preservation of meats and 
meat food products. The text is well 
arranged, is well written, and it 
is easily read. The index is effective. 
Of special interest to public health 
workers is “A Summary of Bacterial 
Food Poisoning and Care of Foods.” 
This new edition is a welcome addition 
to our available books on food topics. 

F. C. BLanck 


Voluntary Medical Care Insurance: 
A Study of Non-Profit Plans in 
Canada—Ottawa, Canada: Research 
Division, Department of National 
Health and Welfare, 1954. 208 pp. 
This is a factual presentation of the 

development and present status of the 

voluntary or nonprofit medical care in- 
surance plans operating in Canada. It 
is well documented by available tables 
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and charts and permits an interesting 
comparison with related plans operating 
in the United States of America. It 
does not attempt to evaluate the pro- 
grams, make recommendations for fur- 
ther expansion, or prognosticate the 
future. 

About 16 per cent of the Canadian 
population were enrolled in some form 
of nonprofit medical care insurance 
plan in 1953, compared to about 17 per 
cent coverage in the United States. 
(Hospital insurance is not included in 
this survey.) However, the prevalence 
of comprehensive contracts among the 
Canadian plans is quite striking. Forty- 
seven per cent of the covered population, 
or 7.5 per cent of the total population, 
had such contracts, compared to figures 
of 14 per cent and 2.4 per cent in the 
United States, respectively. The com- 
prehensive policy covers a wide range of 
medical benefits, including physicians’ 
calls in home and office, specialist con- 
sultations, x-ray and laboratory services, 
in addition to medical, surgical, and 
obstetrical care in hospitals. 

It is of interest that nine of the 14 ex- 
isting plans offer service benefits and 
only five are limited to indemnification. 
Comprehensive contracts are offered 
only by the service plans, most of which 
are sponsored by medical associations 
and all of which are approved by the 
profession. Qn the other hand, the non- 
profit indemnification plans have de- 
veloped without physician sponsorship. 
They account for almost 92 per cent of 
the limited insurance coverage. 

The usual problems of extending 
voluntary medical care insurance have 
been encountered by the Canadian plans, 
such as reaching the self-employed and 
farm workers or other persons working 
in groups too smail for group enroll- 
ment, covering the retired and elderly, 
maintaining coverage for persons leav- 
ing their groups or moving to other 
areas, and providing uniform coverage 
for employees of nation-wide industries. 
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The last two problems have been ap- 
proached through the formation of 
Trans-Canada Medical Plans which 
serves as a coordinating body responsi- 
ble for interplan relationships, as well 
as for research and promotional activi- 
ties of national interest. The first two 
have been approached by one plan 
through enrollment of large numbers of 
persons in community or school district 
groups. 

Although the Canadian picture ap- 
pears to be following a pattern similar 
to that found in the United States, the 
study is a valuable contribution to the 
available material on this important sub- 
ject. The writing is generally quite 
readable, although occasional abrupt 
changes in reference points, such as 
shifts from one year’s data to another 
and from monthly to annua! figures, 
cause occasional trouble. These are, of 
course, attributable to limitations of 
available data regarding certain items. 
There is excessive use of footnotes and 
much of this materia! could have been 
incorporated into the text to allow for 
easier reading. I. Jay BricHTMAN 


Water Supply and Waste-Water 
Disposal—By G. M. Fair, J. C. 
Geyer, and J. C. Morris. New York: 
Wiley (440 Fourth Ave.), 1954. 
973 pp. Price, $15.00. 

This volume by Professor Fair of 
Harvard University and Professor Geyer 
of the Johns Hopkins University has a 
chapter on water chemistry by John C. 
Morris of Harvard. The authors have 
divided their book into 30 chapters, 
each dealing with a particular phase of 
water supply or waste-water disposal. 
It is not possible to discuss the many 
topics covered and therefore it is neces- 
sary to give illustrations of the way cer- 
tain topics have been treated. Sedi- 
mentation and flocculation of water and 
sewage are discussed in one chapter. 

In most instances the mathematical 
tools that can be used in solving prob- 
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lems and making designs relative to 
sanitary engineering are presented in 
sufficient detail with accompanying ex- 
amples. This makes the book very satis- 
factory for a text to be used in certain 
graduate student classes or as a -eference 
book for consulting engineers. A 30- 
page chapter on statistical analysis is 
included which gives methods and ap- 
plications for analyzing vital records of 
population change, measurements of 
water consumption and sewage flow, 
observations of hydrological phenomena, 
results of water and sewage analyses, 
records of plant performance, and cost 
data of all kinds. The authors have 
compiled a wealth of information in 
such a way as to make the reader realize 
that he is reading about the most recent 
mathematical tools that can be applied 
in solving specific problems in the fields 
of hydraulics, hydrology, and sanitary 
engineering. Don E. BLoopcoop 


Protozoclogy—By Richard R. Kudo 
(4th ed.). Springfield, Ill.: Thomas 
(301-327 East Lawrence Ave.) , 1954. 
966 pp. Price, $10.75. 

In this fourth edition the author has 
extensively and thoroughly revised an 
already excellent text. It is enlarged by 
188 pages and the addition of 40 new 
figures and the reference lists have been 
materially improved. The book ad- 
mirably maintains the author’s original 
aim in setting forth “introductory in- 
formation on the common and repre- 
sentative genera of all groups of both 
free-living ‘and parasitic Protozoa” for 
seniors and graduates in zoology in col- 
leges and universities. However, public 
health workers, investigators, laboratory 
diagnosticians, and others with interests 
in protozoology will find it an unusually 
good source for basic knowledge on the 
ecology, morphology, physiology, repro- 
duction, variation, and heredity of the 
Protozoa and on methods for their col- 
lection and study. As would be ex- 
pected of a book of this type, the clinical 
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phases of protozoan infections are but 
briefly dealt with and it therefore does 
not meet the needs of the practitioner. 
As judged by the reviewer, this book is 
today’s best in its field and is a credit 
to both the author and the publisher. 
Donap L. AUGUSTINE 


The Challenge of Our Times—A 
Digest of Twenty Professors of 
the University of Wisconsin— 
Edited by Farrington Daniels and 
Thomas M. Smith (2nd printing). 
Minneapolis, Minn.: Burgess Publish- 
ing (426 So. Sixth St.), 1954. 356 
pp. Price, $3.50. 

Under discussion are the most impor- 
tant factors involved in the making or 
avoiding of the next and probably the 
last world war. No tinted glasses are in 
evidence. No sure-fire panacea is 
offered. This is not just another book of 
many on our present world turmoil 
glibly presenting one person’s views on 
salvation. Solidly on the contrary, this 
is a heady summary by 20 experts of the 
subject matter they fletcherized annually 
and progressively for 12 years before an 
increasing number of critical partici- 
pants. The compilation was achieved in 
28 chapters divided into five major 
divisions. The book is hard reading, 
but also hard to lay aside. It has a ring 
of authority, but it savors neither of 
pomposity nor of infallibility. Appar- 
ently the team of authors was so con- 
cerned over the present world mess that 
they each played the full 60 minutes in 
screening out their respective shares in 
the total summary. 

The whole undertaking started as an 
experiment. In 1941 at the University 
of Wisconsin a course was begun on 
“Contemporary Trends in Science and 
Social Problems.” Various other de- 
scriptive course titles were used—‘Con- 
temporary Trends in Modern Civiliza- 
tion,” and “A Course in Science and 
Human Affairs as Seen by Twenty Pro- 
fessors at the University of Wisconsin.” 
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Just starting another university course 
is nothing unusual, for that happens in 
every large institution on the slightest 
or no provocation. But this course was 
different and very much needed. It 
dealt with the most important question 
of the day—whether Man would prove 
himself ingenious enough to survive in 
this increasingly complex world, or 
whether he would perish by his own in- 
ventions. 

During the first few years the course 
was limited to all seniors in all the 
various colleges of the university. As 
numbers grew and interest developed 
outside the university proper, it became 
one of the most appreciated series 
offered by the School of the Air of the 
state radio station. Finally, and inevi- 
tably, this record of a most successful 
venture is being presented in book form. 

Subjects in the following fields were 
discussed: history, sociology, political 
science, philosophy, agriculture, genet- 
ics, botany, chemistry, anthropology, 
trade, journalism, economics, bacteri- 
ology, and geography. Riding herd on 
a brilliant array of professiorial talent 
was the chemist who triggered the 
original suggestion of such a course. 
For this he paid the obvious penalty. 
He was appointed the chairman of the 
Curriculum Committee and eventually 
the editor of the book under review. 
Professor Farrington Daniels also 
wrote six of the 28 chapters. 

The five parts of the book are: Science 
is Everybody’s Business (9 chapters) ; 
Nations in Turmoil (8); Our World 
Community (3); What the United 
States Can Do (4); and What We Can 
Do (4). The thousands of possible 
references on 28 subjects have been con- 
densed to two pages listing only 38 
titles of suggested supplementary read- 
ing. Thoughtfully included also are six 
pages of “Who’s Who” describing the 
authors. 

Who might well read this splendid 
compilation with profit? All those who 


were depressed by Spengler’s “Decline 
of the West.” All those who believe the 
rest of the world is willing to accept 
United States handouts under various 
titles, but unwilling to accept United 
States leadership. All who believe Man 
may be a smart hombre at inventing 
useful and deadly devices, but a dumb 
cluck at getting along with his neighbors 
in the world. Specifically, for its health 
angles and implications, the book should 
be required reading in every school of 
public health and for every health office, 
no matter what kind. W. W. Perer 


The Meaning of Social Medicine— 
By Iago Galdston. Cambridge, Mass.: 
Harvard University Press for the 
Commonwealth Fund, 1954. 137 pp. 
Price, $2.75. 

Fascinating, though in parts rather 
dificult reading, this whole book is 
essentially a multidimensional definition 
and defense of what the author calls 
“social medicine.” He achieves this by 
presenting historical comment at several 
crucial stages in the development of 
medicine and public health, plus the 
added dimension of trends over time. 
Thus, he achieves a perspective in 
presentation that will delight and stimu- 
late any thoughtful student. Incidentally, 
some knowledge of medical history is 
almost essential to fully appreciate his 
early chapters. 

The peak of the author’s argument 
and reasoning is achieved in the middle 
chapters (III and IV) on Etiological 
Medicine and on the Epidemic Constitu- 
tion. From the background of these 
chapters Galdston then takes the position 
that the time has come for much more 
serious concern with the nonspecific 
factors, such as the role of social and 
physical environment in affecting health 
status and even epidemic disease and for 
appropriate reforms in the education 
and training of physicians with this new 
emphasis in view. 


In his espousal of this approach the 


author does not give the problem of 
methods of inquiry and research in 
social medicine the attention that they 
deserve. The extreme difficulty of defin- 
itive study in the origin and control of 
illness of subtle and multiple causation 
may well explain the lag between the 
concept leading to the establishment of 
the first chair of social medicine at Ox- 
ford some 12 years ago and the seeming 
paucity of specific results that Galdston 
deplores. 

Nevertheless, Galdston’s challenging 
argument deserves wide reading—es- 
pecially by those inclined to epidemi- 
ology. From this may arise a new look 
and vigor in public health research. 

Epwarp S. Rocers 


Building the Board—By Harleigh B. 
Trecker. National Publicity Council 
for Health and Welfare Services (257 
Fourth Ave.), New York, 1954. 109 
pp. Price, $2.00. 


Voluntary health agency executives 
will find much of value in this book, 
since they will undoubtedly agree with 
the author’s treatise that the highly im- 
portant job which board members are 
called upon to do calls for careful selec- 
tion of the members. 

Such questions are discussed as how 
board membership is decided, creating 
the nominating committee, how it goes 
about its work, helping people to decide 
whether they want to serve, starting new 
board members, and continuing the 
training of older ones. The various pro- 
cedures found valuable by 96 agencies 
in various fields throughout the country 
are presented. 

At times the agency executive may 
feel that the author is being idealistic, 
but he gives sound reasons for his sug- 
gestions and illustrates by the actual 
experiences of some of the agencies sur- 
veyed. The book can well serve as a 
guide and pattern to agency executives, 
as well as board presidents and chair- 
men of nominating committees in their 
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task of building a better board and thus 
strengthening their agencies. 
Muriet 


The Microtomist’s Formulary and 
Guide—By Peter Gray. New York: 
Blakiston (575 Madison Ave.), 1954. 
794 pp. Price, $10.50. 

The first quarter of this book deals 
with the art of making microscopic 
slides by some 16 processes. The general 
principles and technical steps of each 
process are discussed, followed by a 
detailed description of the author's 
method of making a typical preparation. 

The remainder of the volume is de- 
voted to the presentation of some 3,500 
specific formulas and methods, classified 
so as to bring similar methods and 
formulas together. The author, the date 
first published and the source reference 
for each is given, and usually the technic 
by which it is used. A decimal system 
of reference numbers makes cross- 
references easily followed in running 
down a given type formula or technic. 

The book should prove of great value 
to the laboratory worker who wishes to 
obtain information on rarely used stain- 
ing formulas and technics or who wishes 
to aelve into the history of the develop- 
ment of any staining procedure. 

Epmunp K. 


A Thousand Families in Newcastle 
Upon Tyne—By James Spence; W. 
S. Walton; F. J. W. Miller; and S. 
D. M. Court. New York: Oxford Uni- 
versity Press (114 Fifth Avenue) 
1954, 217 pp. Price, $3.00. 

This is the first report on a long-term 
study of the illnesses and home environ- 
ment of over 1,000 children born in 
1947 in Newcastle by the late Sir James 
Spence and his pediatric staff at the Uni- 
versity of Durham and by the Public 
Health Department of Newcastle. The 
authors have succeeded admirably in 
their purpose to provide teacher, prac- 
titioner, and student with a description 
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of illness and of environmental influence 
as seen by the general practitioner and 
the public health nurse. 

The first half of the book describes 
the general pattern of illness during the 
first year of life. The infant mortality 
in this postwar year was 44; the authors 
present evidence that an objective of 
about 20 deaths per 1,000 live births is 
reasonable. A definite social gradient 
was noted in the infectious illnesses. 

The description of the environment 
includes data on housing, on maternal 
capacity to “cope,” on family structure, 
social status, and health services. The 
mother’s capacity to cope, in the authors 
view, was the chief single factor in the 
infant’s welfare. 

The chapters on illegitimacy present 
the surprising information that 63 of the 
67 illegitimate children were taken into 
a family circle and that this was accom- 


plished by adoption in only 12 cases. - 


Despite this fact, the general outlook for 
the child born out of wedlock was quite 
unfavorable. The chapter on medical 
care brings out some of the vast dif- 
ferences in the patterns of health 
service between Britain and the United 
States. 

The conclusions are provocative and 
merit careful consideration from med- 
ical educators and those concerned with 
public health nursing. 

A. Harper 


Housing Rehabilitation: An Admin- 
istrative Guide for Community 
Action—Prepared by the Massachu- 
setts Department of Public Health, 
Division of Sanitary Engineering 
(State House) Boston, Mass., 1954. 
34 pp. 

State and local health officers and 
their staffs will welcome this brief guide 
to practical ways of establishing or 
strengthening a program of slum control 
and prevention. Designed to assist local 
boards of health in Massachusetts, the 
clear exposition of the legal and ad- 
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ministrative bases for this specially ex- 
panded type of preventive and corrective 
nuisance abatement activity can cer- 
tainly be helpful in any area of the 
country, whether urban or rural. 

Samuel B. Kirkwood, M.D., state com- 
missioner of public health of Massachu- 
setts in his introduction establishes the 
challenge that has been too long ig- 
nored: “Slums are a menace to com- 
munity health in the broadest sense of 
that term . . . the first responsibility for 
the correction of unhygienic housing 
conditions is laid at the doorstep of 
the local board, or department of 
health. . . .” 

There is a detailed review of the 
matter of state and local laws applicable 
to housing. Tenement house laws, the 
building code, and the fire, electrical, 
zoning, and planning laws are discussed 
in connection with the type of housing 
problems that are common and with 
effective methods of handling them. 
Special mention is made of the publi- 
cation, “Minimum Standards of Fitness 
for Human Habitation,” adopted by the 
Massachusetts Department of Public 
Health and the “Proposed Housing 
Ordinance,” compiled by the American 
Public Health Association. Rehabili- 
tation on a neighborhood basis is de- 
scribed fully with emphasis on the need 
for active coordination of many official 
departments in local government, sup- 
ported by community agencies and an 
educational campaign. 

Huntincton WILLIAMS 


Seventy-Five Years of Medical Prog- 
ress, 1878—1953—Edited and with 

a Foreword by Louis H. Bauer, Phila- 

delphia, Pa.: Lea and Febiger (600 

Washington Square), 1954. 286 pp. 

Price, $4.00. 

This book is a result of the First 
Western Hemisphere Conference of the 
World Medical Association which was 
held in Richmond, Va., in April, 1953, 


to commemorate 75 years of medical 
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progress. Representatives of 19 special- 
ties, as well as a general practitioner, 
were invited to contribute papers on the 
recent development and current status of 
their respective medical fields. The book 
is a compilation of these papers. Not 
unexpectedly in a work of this type the 
individual papers are uneven in quality. 
Furthermore, since the authors are not 
historians, many of them have concen- 
trated on the present status of their fields 
and have paid less attention to their de- 
velopment. Finally, the presentation as 
a whole is biased by the emphasis given 
to surgery and surgical specialties, as 
indicated by the fact that 11 chapters 
out of 20 are devoted to these areas. By 
contrast one chapter of 14 pages is de- 
voted to preventive medicine and public 
health. This chapter was contributed by 
the late Dean James S. Simmons of the 
Harvard School of Public Health. 

As a result this volume does not pre- 
sent a balanced picture of the develop- 
ment of medicine during the past 75 
years, but rather a picture of what lead- 
ing figures in various specialties regard 
as significant contributions and trends 
in these areas of practice. There is no 
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effort at a synthesis. Proctology re- 
ceives as much space as public health 
and the subjects are arranged not in any 
logical relationship to each other, but 
rather in alphabetical order. In addi- 
tion, there are some curious omissions. 
Thus, in the chapter on thoracic surgery 
the pioneer work of Ferdinand Sauer- 
bruch is referred to only indirectly on 
the basis of a paper published in the 
J.A.M.A. in 1908. His name does not 
occur in the text of the chapter nor in 
any reference made to the original pub- 
lications in which he first described his 
methods and operations. 

Within the limitations indicated, the 
reader will find numerous points of in- 
terest. The subjects covered are anes- 
thesiology, dermatology, general prac- 
tice, internal medicine, neurological 
surgery, obstetrics and gynecology, 
ophthalmology, orthopedic surgery, 
otorhinolaryngology, pathology, pedi- 
atrics, physical medicine, plastic sur- 
gery, preventive medicine and public 
health, proctology, psychiatry, radiology, 
surgery, thoracic surgery, and urology. 
The printing and production of the book 
are good. Grorce Rosen 


Books Received 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


Bopy Srructure anp Functions. Elvira B. 
Ferris and Esther G. Skelley. Albany, 
N. Y.: Delmar, 1954. 126 pp. 

Crry at YALe. A SELECTION OF 
Papers AND Prosects. Edited by Chris- 
topher Tunnard and John N. Pearce. New 
Haven, Conn.: Graduate Program in City 
Planning, Department of Architecture, Yale 
University, 1954. 86 pp. Price, $1.50. 

Brotocy or ANnopueces Gametar. Researcu 


iN Frenca West Arrica. WHO Mono- 
graph Series No. 9. New York: Columbia 
University Press, 1954. 173 pp. Price, $2.00. 

ConcENITAL Sypuitis. David Nabarro. Ralti- 
more, Md.: Williams and Wilkins, 1954. 
470 pp. Price, $10.00. 

CutturaAL DirrereENce AND Mepicat Care. 
Lyle Saunders. New York: Russell Sage 
Foundation, 1954. 317 pp. Price, $4.50. 

DistrisuTion oF Dentists 1N THE UNITED 
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States By Srate, Recron, Disrricr anp 
County. Chicago, Ill.: American Dental 
Association, 1954. 62 pp. 

Executive Responsipiity VoLunrTary, 
Community Soctar Wetrare Orcaniza- 
tions. Ray Johns. New York: Association 
Press, 1954. 258 pp. Price, $4.00. 

Fivuormation As A Pustic Hearts Measure. 
James H. Shaw, Editor. Washington, D. C.: 
American Association for the Advancement 
of Science, 1954. 232 pp. Price, $4.00 to 
AAAS members; $4.50 retail. 

Facts Asout States ror THE Dentist SEEx- 
mvc A Location. Chicago, Ill.: American 
Dental Association, 1954. 34 pp. 

Heatta or Recronvitte, Tue. Wat THE 
PeopLte THovcut ano Dw Asout Ir. Earl 
Lomon Koos. New York: Columbia Uni- 
versity Press, 1954. 177 pp. Price, $3.25. 

Heattu Yearsoox 1954. Edited by Oliver E. 
Byrd. Stanford, Calif.: Stanford University 
Press, 1954. 325 pp. Price, $4.50. 

How to Inr.uence Poricy. Elizabeth 
Wickenden. New York: American Associa- 
tion of Social Workers, 1954. 39 pp. Price, 
$.25. 

Lasoratory TecHnics Rasres. WHO 
Monograph Series No. 23. New York: Co- 
lumbia University Press, 1954. 152 pp. 
Price, $4.00. 

Map or Exptorep Areas OF ARTHROPOD- 
Borne Virat Inrections (Yettow Fever 
Dencue Exceptrep). New York: Amer- 
ican Geographical Society, 1954. Price, 
$1.25. 

Mopvern AND TREATMENT OF THE 
Minor Venereat Diseases. Orlando Cani- 
zares. Springfield, Ill.: Thomas, 1954. 131 
pp. Price, $3.75. 

Nation Looxs at Its Resources, Tue. Re- 
PORT OF THE Mip-Century CONFERENCES ON 
Resources For THE Future. Washington, 
D. C.: Resources for the Future, 1954. 
418 pp. Price, $5.00. 

Neepeo Researcu anp 
Care. A Bro-Soctat Aprroacn. Cecil G. 
Sheps and Eugene H. Taylor. Chapel Hill, 
N. C.: University of North Carolina Press, 
1954. 216 pp. Price, $5.00. 

OccupaTIONAL HEALTH AND Sarety 
T1on. Public Health Service Publication 
No. 357. Washington, D. C.: Gov. Ptg. 
Office, 1954. 315 pp. Price, $1.25. 

Our Neepy Acep. A Cauirornia Stupy OF A 
Natronat Floyd A. Bond, et al. 


New York: Holt, 1954. 401 pp. Price, 
$6.00. 

Parents AND Detinguency. A Report oF A 
Conrerence. Edited by Helen L. Witmer. 
U. S. Department of Health, Education, and 
Welfare. Washington, D. C.: Gov. Ptg. Office, 
1954. 43 pp. Price, $.20. 

Des Fiepers. R. Isen- 
schmid, et al. New York: Intercontinental 
Medical Book Corp., 1954. 360 pp. Price, 
$7.00. 

Prosptems or INFANCY AND CHILDHOOD. 
TRANSACTIONS OF THE SEVENTH CONFERENCE 
Marcu 23-24, 1953. Milton J. E. Senn, 
Editor. Packanack Lake, N. J.: Josiah 
Macy, Jr. Foundation. 1954. 196 pp. Price, 
$2.75. 

Pranninc Froriwa’s Hearta Leapersnip— 
Firorma’s Docrors at Mm-Cenrtury. 
Gainesville, Fla.: University of Florida 
Press, 1954. 110 pp. Price, $1.50. 

Practica. Nursinc "rocepures. Ruth V. 
Bien. Albany, N. Y.: Delmar, 1954. 288 pp. 
Price, $2.50. 

Renat Function. TRANSACTIONS OF THE 
Firta Conrerence Octoser 14-16, 1953. 
Stanley E. Bradley, Editor. Packanack Lake, 
N. J.: P. O. Box 575, Josiah Macy Jr. 
Foundation, 1954. 218 pp. Price, $3.75. 

Rote or THe Prrurrary Cancer, THe. 
Henry K. Wachtel. New York: William- 
Frederick Press, 1954. 31 pp. Price, $2.00. 

TREATMENT OF Acute Potiomyetitis. William 
A. Spender (2nd ed.). Springfield, IIL: 
Thomas, 1954. 134 pp. Price, $3.75. 

Procress Acatnst Mentat ILiness? 
Washington, D. C.: National Mental Health 
Committee, 1954. Unpaged. 

Tusercutosis Report OF THE 
NaTIONAL TuspercuLosis Survey (1950-53). 
James Deeny, Director. Dublin, Ireland: 
Medical Research Council of Ireland, 1954. 
301 pp. Price, 15/-. 

Vrramins, Tue. Vol. III. Cuemistry, Payst- 
oLtocy, Patrnotocy. W. H. Sebrell, Jr., and 
Robert S. Harris. New York: Academic 
Press, 1954. 665 pp. Price, $15.00. 

Wuen Minpns Go Wronc. John Maurice 
Grimes. New York: Devin-Adair, 1954. 246 
pp. Price, $3.50. 

Sanpoz Attas or Haemarto.ocy. Basle, Swit- 
zerland: Sandoz Ltd., 1952. Bound together 
with text section 10” x 11%” loose-leaf 
binder. Price, $7.00. 
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A Selected Public Health Bibliography 
with Annotations 


To Fill the Ranks—Working 
jointly, the National Health Council and 
the Equitable Life Assurance Society 
are entering upon a public health per- 
sonnel recruitment campaign in the na- 
tion’s high schols. Advisory Committees 
of the National Vocational Guidance 
Association and the National Association 
of Secondary School Principals are 
helping out. Promotional materials and 
the adopted program are scheduled for 
mid-winter. This seems to be an activity 
to which many more agencies might con- 
tribute with benefit to themselves and 
the country. 

Anon. Promoting Health Careers: A Na- 


tional Project to Alert High Schools. Pub. 
Health Rep. 69, 10:945 (Oct.), 1954. 


First of a Series—Briefly reported 
upon, as a starter, are the MCH pro- 
grams of the Connecticut and the Hart- 
ford Health Departments which are 
supported by special committees of the 
State and County Medical Societies and 
the ‘State Dental Society, together with 
voluntary public health agencies. That 
the combined programs contribute to the 
superior maternal and child health con- 
- ditions of that state—far above the na- 
tional averages—is inferred. 

Anon. A Study of Maternal and Child 


Health Care in the United States. J.A.M.A. 
156, 10:1012 (Nov. 6), 1954. 


New Twist to Old Story—-To the 
long list of papers dealing with the 
epidemiologic approach to the control of 
gonorrhea one is added which presents 
profitably the variables in case-finding 
usefulness between the repeater and non- 
repeater patient. You may want to 
know about the discussed gonorrhea 


“speed zone” project. 


Anperson, D. O., and Netson, A. J. Obser- 
vations on the Applied Epidemiology of 
115 


Gonorrhea. Canad. J. Pub. Health 45, 9:381 
(Sept.), 1954. 


“The Happy Moron”—At a meet- 
ing of the (British) society of MOH, 
the audience heard an entertaining dis- 
cussion of the mentally border-line child 
and his education—a subject that has 
not been conspicuously aired at public 
health assemblies on this side of the 
water, in so far as the published records 
offer any evidence. However far afield 
this subject may seem to you the paper 
is well worth looking up. 


Bacon, L. J. “Educability.” Pub. Health 
68, 2:20 (Nov.), 1954. 


Catching "Em Early—In New York 
City questions about the dates of the 
first prenatal visit and the first blood 
test are asked on the birth certificate. 
To what use the answers can be put in 
planning public prenatal care programs 
is the burden of this provocative ana- 
lytic study. 

Baumcartner, L., ct al. Prenatal Care in 


New York City, 1951. Pub. Health Rep. 69, 
10:937 (Oct.), 1954. 


Old Enemy Still with Us—We are 
not being realistic when we airily brush 
off communicable diseases as public 
health problems of the past. We still 
have plenty of them and they could be 
much better cared for and much more 
could be done to prevent them than in 
the ways we are now treating and pre- 
venting them. Better preparation for 
dealing with them is the crux of the 
problem, says the author. 

Carrott, L. D. Problems in Acute Com- 


municable Disease Control. Nursing Outlook 
2, 11:593 (Nov.), 1954. 


Childhood’s Top Killer—Children 
can be taught by their parents to do 
safely all the things they want to do 
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that they are capable of doing. Fore- 
thought, time, and discipline are the 
essentials. The public health job is to 
alert, persuade, and guide parents in 
matters of their educational responsi- 
bilities. What are we waiting for?, the 
writer asks impatiently. 

Dierrica, H. F. Prevention of Childhood 
Accidents. J.A.M.A. 156, 10:929 (Nov. 6), 
1954. 


Practical Prophylaxis—From the 
health worker’s viewpoint the chief in- 
terest in this discussion is the preventive 
use of gamma globulin in measles and 
poliomyelitis—with an added reminder 
of the current low estate of natural im- 
munity to diphtheria in infants “due to 
the success of past preventive campaigns 
against that disease.” 

Kareuitz, S. Prophylaxis and Treatment of 
Measles, Diphtheria and Poliomyelitis. New 
York State J. Med. 54, 20:2831 (Oct. 15), 
1954. 


No Observable Physical Effect— 
Two Texas towns, similar in geography, 
racial composition, and occupation, but 
widely dissimilar in the fluoride content 
of the water supply—one much too high 
—one too low—were the scenes of some 
convincing studies. The medical his- 
tories since birth of typical samples of 
residents of each town (of 15 or more 
years of age) were reviewed and then 
the participants were examined by a 
medical-dental team. The only physical 
effect of the high fluorine content water 
upon the long-time users was the usual 
efiect upon their teeth. Once again, 
those who want to be certain about the 
safety of water fluoridation will be 
reassured, and those who make capital 
out of fanning fluorine phobias will con- 
tinue as in the past uninfluenced by mere 
facts. 

Leone, N. C., et al. Medical Aspects of 


Excessive Fluoride in a Water Supply. Pub. 
Health Rep. 69, 10:925 (Oct.), 1954. 


Restaurant Service Ware—If you 
have been wondering about the sanitary 


qualities of the plastic plates and cups 
used in some public eating places you 
will be reassured by this study. It 
finds them to be about as satisfactory 
from the sanitizing standpoint as glass 
or chinaware when cleaned in approved 
dish washers. Don’t be satisfied with 
this offhand comment—read the paper. 


Matimann, W. L., et al. Studies on the 
Cleaning and Sanitizing of Melamine Plastic 
and Vitreous China Dinnerware. Modern 
San. 6, 10:20 (Oct.), 1954. 


Revealing Statistie—Two-thirds of 
the responding city school superintend- 
ents reported that it was the local prac- 
tice to allow children to go, during 
school hours, to private dentists for 
needed care. In one state there is a law 
on the subject; in another there is a 
formal state policy, “according (them) 
the same privilege as that enjoyed by 
children . . . who attend clinics. . . .” 

Menczer, L. F. National Practices in Re- 
lease of Children During School Hours to 
Receive Private Dental Care. Research Quart. 
25, 3:320 (Oct.), 1954. 


Sage Advice—‘“You must visit 
with the people. If the product you 
have to sell is a worth while product, 
they will buy it. And when they buy 
it, it belongs partly to them. They now 
have a... pride in creation, and they 
are going to fight like the very devil if 
they see it jeopardized.” This quote is 
from a 1954 National Health Forum 
address. 

Murpny, F. D. The People Can Solve Their 
Problems. Med. Social Work 3, 4:133 (Oct.), 
1954. 


From Our Annual Meeting— 
“Altman has estimated that in New York 
City some forty thousand children are 
exposed each year to psychotic teachers. 
. . . It was estimated for 1952 that there 
would be 32,443 new teaching graduates 
to fill 160,000 vacancies. . . . “The only 
practical and effective way to increase 
the mental health of a nation is through 
its school system’ (quoting Jesse Taft). 
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. . . Perodic examinations of teachers, 
while not in wide use today, offer 
hope... .” 


Newman, H. C. Mental Hygiene in the 
Classroom. J. School Health 24, 8:207 (Oct.), 
1954. 


Humane and Economical, Too— 
Montefiore Hospital’s home-care after 
hospital-care plan for cancer patients is 
described in working detail—covering 
medical, nursing, physictherapy, and 
occupational therapy measures. In a 
five-year period 400 cancer patients 
have been cared for this way at a cost 
of about one-quarter of the cost of 
(ward) hospital care. More important, 
the patients like it better. 
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Rossman, I. Treatment of Cancer on a 
Home Care Program. J.A.M.A. 156, 9:827 
(Oct. 30), 1954. 


Our “Females” Do Better—A 
quick-acting antidote for our “healthiest 
country in the world” bragging is this 
brief look at mortality statistics here and 
abroad, as revealed in broad age groups 
(for years 1930 and 1950). “It may 
well be that our poor international 
standing at the older ages is related to 
the high proportion of overweight 
people in our population,” is the parting 
shot. 

SpreceLMAN, M. Mortality Trends Here 


and Abroad. Statist. Bull. Metrop. Life Insur. 
Co. 35, 9:30 (Sept.), 1954. 


If additional information is desired regarding the articles listed in this Bibliography, 
please communicate directly with the publications in which they appeared; the addresses are 


furnished for your convenience. 


Canad. J. Pub. Health (Canadian Journal of Public Health), 150 College St., Toronto 


5, Ont., Canada 


J.A.M.A. (Journal of the American Medical Association), 535 N. Dearborn St., Chicago 


10, Ill. 


J. School Health (The Journal of School Health), American School Health Association, 


3335 Main St., Buffalo 14, N. Y. 


Med. Social Work (American Association of Medical Social Workers), 1834 K. St., 


N.W., Washington 6, D. C. 


Modern San. (Modern Sanitation), 855 Avenue of the Americas, New York 1, N. Y. 
New York State J. Med. (New York State Journal of Medicine), 292 Madison Ave., 


New York 17, N. Y. 


Pub. Health (Public Health), Society of Medical Officers of Health, Tavistock House, 
South, Tavistock Sq., London W.C. 1, England. 
Pub. Health Rep. (Public Health Reports), Gov. Ptg. Office, Washington, D. C. 


Research Quart. 


(The Research Quarterly), American Association for Health, Physical 


Education, and Recreation, 1201 Sixteenth St., N.W., Washington 6, D. C. 
Statist. Bull. Metrop. Life Insur. Co. (Statistical Bulletin Metropolitan Life Insurance 
Company), One Madison Avenue, New York 10, N. Y. 
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Association News 


Dr. Press New APHA Field Director 
The Executive Board of the APHA 


_ announces the appointment of Edward 
Press, M.D., M.P.H., as field director 
to succeed Roscoe P. Kandle, M.D., 
M.P.H., who is now deputy commis- 
sioner of health of New York City. Dr. 
Press joined the staff of the APHA on 
January 1, 1955, coming from the Uni- 
versity of Illinois where he has been 
both associate director of the Division 
of Services for Crippled Children and 
assistant professor of preventive med- 
icine at the College of Medicine. He is 
a graduate of New York University 
Medical College and has received an 
M.P.H. degree from the Harvard School 
of Public Health. Dr. Press has been 
certified both by the American Board of 
Pediatrics and by the American Board 
of Preventive Medicine. He has had 


experience in both state and federal pub- 
lic health work, having held positions 
with the West Virginia and Michigan 
State Health Departments and with the 


Epwarp Press, M.D. M.P.H. 


U. S. Children’s Bureau. From 1942 
to 1946 he served in the Army Air 
Force, rising from first lieutenant to 
major. 

Dr. Press has been involved in a wide 
range of both public health and civic 
activities in the Midwest. He is the 
author of articles in pediatric, general 
medicine, and public health journals and 
was chairman of the Maternal and Child 
Heelth, Nutrition, and Public Health 
Dentistry Section of the Middle States 
Public Health Association. He also has 
served on several committees of the 
American Academy of Pediatrics and 
the National Safety Council. He was 
chairman of the Poisoning Control Com- 
mittee of the Illinois Chapter of the 
American Academy of Pediatrics and in 
that position helped develop one of the 
first integrated Poisoning Control Cen- 
ters in the country. He is also a mem- 
ber of the Mayor’s Commission on the 
Chicago House of Correction and of the 
Board of Governors of the City Club of 
Chicago. 


Dr. Kandle Chairman of 
Administrative Practice Committee 


The Executive Board has announced 
the appointment of Roscoe P. Kandle, 
M.D., M.P.H., as chairman of the Com- 
mittee on Administrative Practice, suc- 
ceeding Ira V. Hiscock, Sce.D., who be- 
came president-elect of the Association 
at the Buffalo Annual Meeting. Dr. 
Kandle, who is a Fellow of the Health 
Officers Section and who is certified by 
the American Board of Preventive 
Medicine, is presently deputy commis- 
sioner of health of the New York City 
Health Department. He formerly served 
the Association as field director under 
the Committee on Administrative Prac- 


§ tice, during which service he directed 


the study of several departments of 
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health, including that of the State of 
Pennsylvania and the City of New York. 
Dr. Kandle also served recently as asso- 
ciate director of Community Research 
Associates, New York City. 

_ The Committee on Administrative 
Practice, which was organized in 1920, 
has been served by five chairmen: 
C.-E. A. Winslow, Dr.P.H., Eugene L. 
Bishop, M.D., Henry F. Vaughan, Dr. 
P.H., Wilton L. Halverson, M.D., and 


Professor Hiscock. 


Meetings of Affiliated Societies 


Oklahoma—aAt the annual 
meeting of the Oklahorma Public Health 
Association in Stillwater in November, 
a number of recommendations were 
adopted. Among these are the follow- 
ing: 

1. That each incorporated community 
in the state enact a mandatory milk 
pasteurization ordinance. 

2. That legislation be enacted estab- 
lishing county boards of health and 
their functions and duties. 

3. That the legislature in view of 
major reductions in federal grants-in- 
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aid provide additional state funds to 
assure basic public health programs. 
Officers elected are: 


President-—Marie Hazelton, R.N., State Health 
Department 

Vice-President—Forest R. Brown, M.D., health 
officer, Hughes and Seminole Counties 

Secretary—Marjorie Butler, records consult- 
ant, State Health Department. 


The South Dakota Public Health 
Association met in Pierre on October 
29. The program was built around the 
theme of school health with Donald 
Dukelow, M.D., of the Bureau of Health 
Education, making the keynote address. 
A panel on School Health Services fol- 
lowed with school and health leaders 
taking part. 

The meeting, attended by more than 
one hundred persons, elected the follow- 
ing officers: 

President—Marvin Whealy, executive secre- 
tary, South Dakota Public Health Associa- 
tion 

President-Elect—Roscoe Dean, M.D., health 
officer, Jerauld County 

Vice-President—Floyd Schenk, Yankton 

Secretary-Treasurer—T. A. Evans, Pierre. 


APHA membership application blank on page XXVII 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking public health personnel and for 


those seeking positions in public health. 


This is a service of the Association conducted without expense to the employer or employee. 


POSITIONS AVAILABLE 


Public Health Director—Full time, for 
city of 30,000 population. Must be graduate 
of a recognized public health school. Salary 
$9,200 per year. Personal interview desired. 
Board of Health, Municipal Bldg., Middle- 


town, Conn. 


Public Health Physician—as health off- 
cer for an established county health depart- 
ment of 37,000 in northwestern Illinois. Salary 
of $10,000 minimum, plus travel allowance for 
qualified physician. President, Lee County 
Health Dept., 123 East First St., Dixon, Ill. 


Public Health Physicians—Health offi- 
cers for one urban, one county, and three 
multiple-county health departments in Illinois; 
retirement plan or Social Security; salaries 
according to training, experience, and per- 
formance record. 

State position as Assistant Chief—Divi- 
sion of Local Health Services; salary range 
up to $860 per month; successful local expe- 
rience and Board certification, or eligibility 
therefore, desired; civil service, retirement. 
Roland R. Cross, M.D., Director, Illinois Dept. 
of Public Health, Capitol Bldg., Springfield, 
Il. 


Public Health Engineer—Wanted imme- 
diately to head the staff of the Board for the 
Condemnation of Insanitary Buildings in 
Washington, . Civil Service status 
$5,940-$6,940. Bachelor’s degree required and 
experience in the field of public health en- 
gineering, preferably in housing. To serve as 
administrator of the board, direct its field 
activities in raising the standards of sanita- 
tion in substandard buildings, and coordinate 
the board’s activities with other district 
agencies in the over-all housing program of 
the District of Columbia. FE. Milton Dulin, 
Superintendent, Housing Division, Dept. of 
Licenses and Inspections, Room 5007, Munici- 
pal Center, Washington 1, D. C. 


Public Health Engineer—$5,124. To di- 
rect section of environmental public health, 
including the supervision of 22 sanitarians. 
Applicants must have at least three years’ 
experience at a comparable administrative 
level. Civil Service status. A. P. Bell, En- 
gineer Director, Louisville and Jefferson 
County Dept. of Public Health, 240 East 
Madison St., Louisville 2, Ky. 


Public Health Engineer—to head the 
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sanitation activities in the Spokane County 
Health Department serving a population of 
approximately 75,000. Staff includes four sani- 
tarians. Experience and training equivalent 
to a B.S. degree in engineering and two years 
of experience in public health engineering or 
sanitation required. Graduate degree may 
be substituted for a year of experience. 
$4,692-$5,580. Arthur E. Lien, M.D., Spokane 
County Health Officer, 819 North Jefferson, 
Spokane, Wash. 


Health Educator—Male. $4,500-$5,100. In 
city-county health department for population 
of 600,000. Civil service. Geo. A. Denison, 
M.D., Health Officer, Birmingham, Ala. 


Health Educators—Four vacancies; two 
state and two counties. M.P.H. degree and 
preferably’ some experience. $379-$459; 
$360-$440. Merit system, Social Security and 
state retirement. A. T. Johnson, Personnel 
Director, Oregon State Board of Health, P. O. 
Box 231, Portland 7, Ore. 


Sanitarian—for general sanitation pro- 
gram in a health department serving a city 
of 77,000 population. $346-$389 per month, 
plus hospital and surgical insurance and pen- 
sion benefits. Commissioner of Health, City 
Hall, Racine, Wis. 


Registered Sanitarian—for a generalized 
community program at Barstow. 

Public Health Nurses—for Barstow and 
29-Palms. Must have California driver’s 
license and be eligible for California certifica- 
tion as a public health nurse. 

County Civil Service Office, 236 Third St., 
San Bernardino, Calif. 


Sanitarian—for general program in rural 
county of 50,000. $3,600 with annual in- 
creases. Travel allowances. A. B. Mitchell, 
M.D., Director, Allegan County Health Dept., 
Allegan, Mich. 


Sanitarian—to train native population in 
envirenmental sanitation on the Island of 
Guam. U. S. Civil Service form 57 directly 
to Dr. John E. Kennedy, Director, Medical 
Services, Government of Guam, Guam, 
Marianas. 


Senior Medical Bacteriologist—with Di- 
vision of Laboratories and Research, New 
York State Department of Health, Albany. 
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Responsibilities include immunologic studies 
of cancer. M.D. and internship. Two years’ 
experience required. Open to citizens and 
noncitizens of the United States. $7,300- 
$8,890. Closing date for filing application 
February 18, 1955. New York State Civil 
Service Commission, Albany, N. Y. 


Bacteriologist—$401-$456 per month. Re- 
sponsible supervisory and professional work in 
large city hospital laboratory. A master’s de- 
gree in bacteriology and considerable expe- 
rience in a bacteriology laboratory or related 
fields. Experience in the appropriate field 
may be substituted for the master’s degree. 
Under Municipal Civil Service. Dept. of Per- 
sonnel, Room 235, Municipal Courts Bldg., 
St. Louis 3, Mo. 


Serologist—to supervise serology section 
of a city health department laboratory with a 
university affiliation in upstate New York. 
B.S. or B.A. degree required with practical 
experience. Salary open based on training 
ard experience. Box L-42, Employment 
Service, APHA. 


Dental Hygienist—$50-$63 for 40-hour 
week. State residence requirement waived. 
Appointments may be made above the min- 
imum. Vacancies exist in the State Depart- 
ment of Health and Welfare and staie insti- 
tutions. Maintenance at a reasonable rate 
available at most institutions, but residence at 
institutions not necessarily required. Maine 
State Dept. of Personnel, Chapel St., Augusta, 
Me. 


Occupational Therapists—for physically 
handicapped children in California public 
schools and special state schools. $341-$415. 
Requires registration with National Registry 
of Qualified Occupational Therapists, or eli- 
gibility for such registration, and one year of 
supervised experience in occupational therapy. 
Apply before January 25 for civil service 
examination in February. State Personnel 
Board, 1015 L St., Sacramento 14, Calif. 


Public Health Nurses—$355-$440. City 
of Los Angeles Health Department. Immedi- 
ate jobs. Room 5, Los Angeles City Hall, 
Los Angeles, Calif., for details. 


Public Health Nurses—Generalized pro- 
gram, county health department headquarters 
17 miles west of downtown Detroit. Five-day 
week. $351-$381 per month. Located near 
University of Michigan and Wayne University. 
Amalia Krause, Director of Nurses, Wayne 
County Health Dept., 10 Henry Ruff Road, 
Eloise, Mich. 


Public Health Nurse—For staff position 
in generalized program. Minimum require- 
ments: one year of academic work in public 
health and two years’ field experience under 
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supervision. $290-$365. Merit system ap- 
pointment. Must have automobile, seven and 
one-half cents mileage allowance. Director, 
Palm Beach County Health Dept., Box 29, 
West Palm Beach, Fla. 


Nurse Director—Combined generalized 
nursing service with staff of 60. Accessible 
to university public health nursing program; 
field training center. Program includes bed- 
side nursing, communicable disease control, 
maternal and child health, parochial schools, 
and industrial nursing. Beginning salary 
$7,000. Dr. Marguerite Booth, 713 Delaware 
St., Southeast, Minneapolis 14, Minn. 


Public Health Nurse—Generalized pro- 
gram in Southern California county of 270,000 
population. $337-$417. Three-week vacation. 
Car furnished or seven and one-half cents per 
mile. New health building under construc- 
tion. Orange County Personnel Dept., 644 
North Broadway, Santa Ana, Calif. 


Staff Public Health Nurse—for general- 
ized public health nursing service in a two- 
county district of the Upper Peninsula of 
Michigan. Accredited training area. Social 
Security. Must have own car. Salary de- 
pends upon qualifications. Wm. C. Harrison, 
M.D., Director, Delta-Menominee District 
Health Dept., Webster Annex, Escanaba, 
Mich. 


Public Health Nurse—for staff duty in 
new expanding VNA. $3,600 with mileage 
allowance and Social Security. Miss Olive 
Hart, Nurse Director, Monterey Peninsula 
Visiting Nurse Association, 546 Dutra, Monte- 
rey, Calif. 


Supervising Public Health Nurse—with 
degree. Small county health department. Two 
other public health nurses on staff. $4,200- 
$4,500. Car allowance. Dr. J. D. Heaslip, 
Director, Health Center, Hastings, Mich. 


Executive Director, Virginia Tuberculosis 
Association, Richmond. Duties and responsi- 
bilities: full administrative responsibility for 
planning and execution of the program of the 
state association. Supervise and direct state 
association staff; develop relationships with 
local affiliates and with other voluntary and 
official state agencies. Qualifications: Gradua- 
tion from an accredited college or university; 
must have served in progressively responsible 
work in an executive or staff capacity in a 
local tuberculosis association, or comparable 
experience. Preference given candidates who 
have held major responsibility for diversified 
program and organization work. Minimum 
$8,500 and participation in NTA annuity plan 
and social security. Selection Committee, 
Virginia Tuberculosis Association. 113 S. 
Third Street, Richmond 19, Va. 
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POSITIONS WANTED 


Physician, M.P.H.—Age 39. Desires 
medical care administrative position in public 
health or welfare department. Interested in 
public assistance and medical care for med- 
ically needy. Experience in pediatrics, in- 
ternal medicine, epidemiology, chronic illness, 
and rehabilitation in teaching institution and 
state-wide programs. Prefers Connecticut. 
Box PH-48, Employment Service, APHA. 


Sanitary Engineer—Graduate, licensed, 
30 years’ broad experience in supervision of 


operation of water and sewage treatment 
plants as municipal operator, waterworks 
superintendent, and consulting engineer. Good 
statistical background. Age 53. Good health. 
Box E-29, Employment Service, APHA. 


Baeteriologist—Ph.D. Fifteen years’ ex- 
perience in the pathogenic, immunology and 
antibacterial fields. Desires teaching and re- 
search position, or both, or connection with a 
health department. Box L-43, Employment 
Service, APHA. 


Commercial Advertisements 


All 


tions on the following commercial advertisements should be sent to 


Burneice Larson, Medical Bureau, Palmolive Building, Chicago 11, Ill. 


OPPORTUNITIES AVAILABLE 


(a) Medical director; student health depart- 
ment; university with enrollment of 4,000 
students. (b) Public health physician to di- 
rect county health department; metropolitan 
area, Midwest; minimum $12,000. (c) Health 
educator; experience in restaurant sanitation, 
well qualified public relations; duties: con- 
ducting seminars, inservice training of health 


personnel; public relations in public health 
field; some traveling; prestige position. (d) 
Health educator; state health department; 
West. (e) Senior public health nurses; min- 
imum two years’ experience; Alaska. (f) 
Director, public health nursing service; six- 
nurse unit; university city, Southwest. (g) 
Public health physicians, nurses, health edu- 
cators and sanitarians; foreign assignments. 


OPPORTUNITIES WANTED 


(a) Public health nursing administrator; 
M.P.H.; five years, consultant, state health de- 
partment; four years, health coordinator, lib- 
eral arts college. (b) Public health physician; 
M.P.H.; Diplomate; nine years, director, city 
health department. (c) Health educator; 
M.P.H.; nine years, director, health education, 


metropolitan health department. (d) Statis- 
tician; M.B.P.H. (public health statistician) 
six years, statistician, state health department. 
(e) Public health engineer; M.S. (civil engi- 
neering); eleven years, health supervisor, 
metropolitan health department. 
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News from the Field 


WHO News 


Yugoslavia Water Pollution Seminar 

At the fourth seminar of European 
sanitary engineers in April, 1954, the 
two main topics of discussion were river 
pollution and water disinfection. The 
seminar was held under the joint 
auspices of the Yugoslav government, 
WHO’s Regional Office for Europe, and 
the Rockefeller Foundation. It discussed 
the relation of water pollution to disease 
and the methods and practices of chlori- 
nation in water disinfection. It stressed 
the prevention of pollution as more 
important than purification after pollu- 
tion. Unless present trends are checked, 
purification plants will not be able to 
keep abreast of either increased pollu- 
tion or increased demand for water 
disinfection resulting from increasing 
population and increasing industrializa- 
tion. Edward J. Cleary, executive direc- 
tor of the Ohio River Valley Water 
Sanitation Commission, and M. B. 
Cunningham, superintendent, Oklahoma 
City Water Department, served as vis- 
iting lecturers for the seminar. 

Proceedings of the seminar are in 
preparation for distribution at a later 
date. 


The World Problem of Alcoholism 

A joint meeting of WHO Expert Com- 
mittees on Mental Health and on Alco- 
hol was held at the Palais des Nations, 
Geneva, October 5-11. Drinking habits 
that vary greatly from country to 
country give rise to varying public 
health problems. In Anglo Saxon and 
Nordic countries where distilled spirits 
are consumed rapidly, the blackout 
phenomenon is frequently found with 
attendant industrial and traffic acci- 
dents, criminal behavior, increased ex- 
posure to venereal disease, as well as 
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other medical and social consequences. 
In the wine and beer drinking countries 
where this blackout is relatively un- 
known and little overt drunkenness is 
seen, there are nevertheless serious 
physical disturbances such as cirrhosis 
of the liver. The report of the commit- 
tee, now being prepared, is expected to 
suggest suitable curative and public 
health measures for the different types 
of alcoholism. 


Eastern Mediterranean Group Meets 

The first meeting of the Regional 
Committee for the Eastern Mediter- 
ranean since 1950 met in Alexandria in 
September. The group meeting consti- 
tuted Subcommittee A, the Regional 
Committee having been divided into 
two subcommittees in order to bring 
about a resumption of intercountry dis- 
cussions. At the time of the 1950 
meeting, emphasis was upon survey and 
investigation of the health of the re- 
gion’s countries and only six projects 
were in operation, according to the re- 
port of the regional director, Dr. A. T. 
Shousha. Since then 40 projects have 
been completed, 57 are in current opera- 
tion, and 16 others have been approved. 
Staff has increased from 49 in 1951 to 
131 in 1954, of whom nearly one-third 
are working in tuberculosis control. 

During the four-year period, 448 fel- 
lowships were awarded for study in 
other countries, through which doctors, 
nurses, sanitary engineers, and other 
personnel have received advanced in- 
struction in public health administration 
and preventive health work. 

For the five years 1951-1955, ex- 
penditures are estimated to be nearly 10 
million dollars, three million from the 
regular budget and nearly four million 
each from UN Technical Assistance and 


UNICEF. 
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Charting a Dental Health Program 


A group of consultants met in Geneva 
in September, 1954, to outline a realistic 
program of dental health improvement 
that could be undertaken by WHO 
within its limited resources. Because 
dental defects have been called the most 
widespread of man’s ailments, the 
recommendations were drawn up at the 
request of the general director, Dr. 
M. G. Candau. The five chief problems 
dealt with are dental caries, periodontal 
diseases, irregularities of the teeth and 
jaws, hare lip and cleft palate, and oral 
cancer. 

The chief recommendations made by 
the consultant group are for collection 
of basic information on the extent of 
dental disease, organization and admin- 
istration of a dental health program, 
staff training, health education, and re- 
search. 

Included in the group of consultants 
were two from the United States: Philip 
E. Blackerby, D.D.S., director of the 
Division of Dentistry, W. K. Kellogg 
Foundation, and J. W. Knutson, D.D.S., 
chief dental officer of the Public Health 


Service, who served as chairman. 


Alaska Using Stateside Sanatoria 


Announcement has been made in 
Washington through the Department of 
the Interior, Bureau of Indian Affairs, 
that three tuberculosis sanatoria in 
Washington State that are operating 
well below capacity will be used to 
house and treat Alaskan native tuber- 
culosis patients, thus reducing the large 
waiting list. 

Dr. Earl Albrecht of Juneau, com- 
missioner of health of Alaska, has 
pointed out that a large waiting list of 
tuberculosis patients remains in spite of 
the recent opening of the new hospital 
in Anchorage in which about 400 beds 
are to be occupied. The problems of 
staffing large hospitals in Alaska are 
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serious and the operation expensive. 
Dr. Albrecht pointed out that existing 
hospitals in the United States with staffs 
available and operating at less than 
capacity might substantially assist the 
Alaskan tuberculosis control problem. 
Accordingly, the arrangements were 
made with Washington State sanatoria 
and it is expected that 290 Alaskans 
can be transferred, the first 150 entering 
the Laurel Beach and Riverton Hospi- 
tals and the remainder going to Fir- 
lands. The patients will be transported 
by air in what is probably the largest 
movement of such cases undertaken by 
civilian agencies. 


Realty Subdivisions and Planning 


Proceedings of the 7th Florida Munic- 
ipal and Public Health Engineering 
Conference, held at the University of 
Florida in March, 1954, in cooperation 
with the Florida State Department of 
Health, are now available. The problem 
of rapidly growing communities, par- 
ticularly realty subdivisions, is 
sented as seen by three interested 
specialists—the newspaper editor, the 
county health department sanitary en- 
gineer, and the state sanitary engineer. 
Solutions to the problems were con- 
sidered by various interested parties in 
community development, zoning boards, 
the water purveyor, the banker, the 
home builder and the community plan- 
ner, among others. In a summary and 
conclusions, John E. Kiker, Jr., profes- 
sor of civil engineering in the university, 
says, “Someone must somehow see that 
sanitary engineering becomes positively 
identified with the over-all problem of 
good planning and development.” 

“Community Planning and Develop- 
ment” constitutes the May, 1954, issue 
of Engineering Progress at the Univer- 
sity of Florida, the monthly publication 
of the Florida Engineering and Indus- 
trial Experiment Station, Gainesville, 
Fla. 
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Elements of Tobacco Industry Study 
The Scientific Advisory Board of the 


Tobacco Industry Research Committee, 
set up to study the relation of cigarette 
smoking to lung cancer, has announced 
that human lung cancer will be studied 
in 10 major medical centers in the 
United States and Canada. Such factors 
as geographic location of patients, 
length of residence, occupational his- 
tory, habits, and associated diseases will 
be studied. Also planned are five re- 


search projects as follows: 


Inhalation of smoke 
Direct application of smoke tars 
Study of lung and cardiovascular tissue 
Habits and characteristics of smokers 
Preparation and analysis of tobacco deriva- 
tives 
These projects will be carried on un- 
der supervision of scientists in various 


universities and medical colleges of the 
country. 


Criss Award to W. Earl Hall 


The 1954 Mutual of Omaha Criss 
Award of $10,000 “to encourage and 
reward in a singular manner outstand- 
ing contributions to health safety” has 
been presented to W. Earl Hall of 
Mason City, Iowa. Mr. Hall, editor of 
the Mason City Globe-Gazette, has been 
active in promoting safety for nearly 
30 years. He helped to organize the 
Mason City Safety Council, founded the 
lowa Safety Council, and is on the 
board of the National Safety Council. 
Both in 1937 and 1941 Mr. Hall won 
the C.I.T. Safety Foundation’s $500 
award for newspaper safety editorials. 

Residents of the United States and its 
territories are eligible for the awards. 
The chairman of the awards is Charles 
W. Mayo, M.D., of the Mayo Clinic. 
Among the other members are Surgeon 
General Leonard A. Scheele, Thomas 
Parran, M.D., Ned Dearborn, and 
William L. Lawrence. Nominations for 


the 1955 award should be mailed before 
March 1, 1955, to Chairman, Board of 
Judges, Criss Award, Mutual of Omaha, 
Omaha, Neb. 


Perinatal Mortality Reduction 
Wyman C. C. Cole, M.D., of Detroit, 


chairman of the American Academy of 
Pediatrics Committee on the Fetus and 
Newborn Infant, reports the latest move 
by the academy to get concerted local 
action throughout the country on the 
problem of perinatal mortality reduc- 
tion. A major factor in this program 
is the improvement of the hospital care 
of newborn infants, particularly those 
who are premature. 

Early in 1954, the academy published 
a revision of the manual “Standards 
and Recommendations for the Hospital 
Care of Newborn Infants—Full Term 
and Premature.” Endorsed by such 
agencies and groups as the Children’s 
Bureau, the Maternal and Child Health 
Section of the American Public Health 
Association, the American Hospital As- 
sociation, and others, this booklet has 
had wide distribution over the past year. 
According to Dr. Cole, the time is now 
ripe to stimulate active and sustained 
efforts at the local level for implemen- 
tation of its recommendations. Little 
resistance from either lay or profes- 
sional groups is anticipated, but the 
academy has outlined some specific sug- 
gestions to help communities get started. 
They have been sent in the form of a 
circular letter to state and local Com- 
mittees on the Fetus and Newborn In- 
fant, and may be summarized as 
follows: 

A. Organization of local committees— 


These committees may be initiated by any 
one of several local groups, but should be 
composed of the professional disciplines con- 
cerned with the program, particularly obste- 
tricians, pediatricians, hospital administrators, 
public health officers, nurses, general practi- 
tioners, and pathologists. 


: 
al 


B. Appraisal of current status of new- 
born and premature infant care in hos- 
pitals of the area— 


This is to determine how good or bad the 
care is, to locate hospitals that need to im- 
prove their methods, and to pinpoint the 
specific corrective methods needed. This in- 
volves, first, the obtaining of mortality statis- 
tics for full-term and premature infants from 
each hospital. Local public health agencies 
may be particularly helpful in gathering these 
data. Secondly, each hospital should be rated 
as to how well it meets the standards recom- 
mended in the Academy manual. This may 
be a self-evaluation by the hospital, or the 
survey may be conducted by a neutral pro- 
fessional group, including a local public health 
agency or the Joint Committee on Accredita- 
tion. 


C. Institution of accurate statistical 
systems in all hospitals— 


This will make possible in the future more 
accurate studies, and is one of the main 
projects for local committees to attack. 


D. Conduct of educational training 
programs for professional persons— 


Nurses, physicians, hospital administrators, 
and public health workers would be most 
concerned. Various types of programs are 
possible, from local seminars, institutes, or 
clinics to intensive training of key nurses in 
special premature centers. 


E. Methods of obtaining cooperation 
from hospitals— 


The great majority of hospitals are anxious 
to give high standard care, and improvements 
need not generally involve great expense. 
Success depends largely on demonstrating de- 
ficiencies, and offering tactful and constructive 
help in meeting them. Education and persua- 
sion should, where possible, take precedence 
over coercion. 


Association of Labor-Management 
Medical Care Administrators 


According to Herbert K. Abrams, 
M.D., of Chicago, Ill, the Association 
of Labor-Management Medical Care 


Program Administrators was organized 
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at a conference in Buffalo, N. Y., on 
October 11, 1954. The new organiza- 
tion, of which Dr. Abrams is secretary, 
will bring together the medical and lay 
administrators of medical care pro- 
grams sponsored by labor unions or 
labor-management health and welfare 
funds. 

The association’s chief objectives will 
be the study and sharing of experiences 
of the various labor health programs 
and the promotion of standards for high 
quality medical care. It will provide 
opportunity for the interchange of ideas 
and the discussion of mutual problems. 
Professional consultation to unions and 
union-management groups will be of- 
fered. At its first meeting some 50 
persons attended, representing medical 
care programs of unions in the AFL, 
CIO and UMWA, as well as health 
service plans from which labor-manage- 
ment health funds purchase their care. 

The newly elected executive board of 
the association is composed of the fol- 
lowing: president, Morris Brand, M.D., 
medical director, Sidney Hillman Health 
Center, New York City; vice-president, 
Frank Guidotti, M.D., medical director, 
Hotel Trades Health Center, New York 
City; secretary-treasurer, Herbert K. 
Abrams, M.D., medical director, Union 
Health Service, Inc., Chicago. 


Keep America Beautiful, Inc. 


The public health philosophy of pre- 
vention is now to be applied to the 
growing American problem of litter. A 
new nonprofit organization known as 
Keep America Beautiful, Inc., has been 
formed to carry on a sustained program 
of education aimed at the prevention of 
litter along the highways, in parks, on 
beaches, and elsewhere. Pledges of 
financial support have been received 
from a large sector of American indus- 
try, and some 30 national nonprofit or- 
ganizations have named representatives 
to an advisory council. These organiza- 
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tions include the garden clubs, the youth 
organizations, professional societies, 
outdoor groups, and other civic inter- 
ests. Two unique features will dis- 
tinguish the KAB program, according to 
the announcement—one, that it is a 
sustained, year-round program, and, 
two, that its efforts will be dedicated to 
the prevention of litter rather than to 
sporadic clean-up campaigns of the kind 
that have been emphasized in this area 
in the past. Its program envisages as- 
sistance to these organizations and the 
development of and assistance to state- 
wide organizations such as the new or- 
ganization recently formed in Maryland 
called Keep Maryland Beautiful. Homer 
N. Calver is a member of the Manage- 
ment Committee that originally set up 
and now manages the new organization. 


A New Journal in Antibiotics 


Antibiotic Medicine, described as “a 
monthly journal of clinical studies and 
practice of antibiotic therapy and as a 
companion journal to Antibiotics & 
Chemotherapy,” begins publication this 
month. Contributions are invited by its 
editor, Henry Welch, Ph.D., chief, Di- 
vision of Antibiotics, U. S. Food & Drug 
Administration, and associate editor, 
Felix Marti-Ibanez, M.D., president of 
MD Publications, which is publishing 
the new Journal for Antibiotics Medi- 
cine Publications. The journal includes 
a section in which all articles of the 
month are abstracted in Spanish. 

Annual subscriptions entered before 
January 15, $7.50; thereafter $15; for 
subscribers to Antibiotics & Chemother- 
apy, $5. 


Joint U. S.-Canadian Conference 


Two organizations that have long 
been conducting research on occupa- 
tional chest diseases are jointly sponsor- 
ing a conference on silicosis and 
occupational chest diseases. To be held 
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in Town Hall, Saranac Lake, N. Y., 
February 7-9, 1955, the two agencies 
are the McIntyre Research Foundation 
of Toronto and the Saranac Laboratory 
of Saranac Lake. The five full sessions 
will include papers reporting on original 
research work conducted by either of 
the two sponsors as well as papers by 
guest lecturers. 

Anthony J. Lanza, M.D., emeritus 
professor of industrial medicine, New 
York University-Bellevue Medical Cen- 
ter, is chairman of the conference and 
of the scientific program committee. 
Doctors, scientists, and businessmen 
concerned with the problems of occu- 
pational chest diseases in the United 
States, Canada, and foreign countries 
are invited to attend. Reservations and 
other arrangements are being handled 
by Norman R. Sturgis, Jr., Saranac 


Laboratory, Saranac Lake, N. Y. 


Cooper Memorial Health Building 


A new building for the North Caro- 
lina Health Department was dedicated 
in Raleigh on September 25 as a memo- 
rial to George Marion Cooper, M.D., 
organizer of the Sampson County Board 
of Health in 1911. Later he became 
first part-time and then full-time health 
officer of the county. In 1915 he joined 
the staff of the State Board of Health, 
remaining for 35 years. He served as 
director of every division except labora- 
tory and engineering, but chiefly as 
director of maternal and child health. 
He pioneered in typhoid immunization, 
rural sanitation, school health and oral 
hygiene clinics, infant and maternal 
mortality studies, school tonsil and 
adenoid clinics, crippled children pro- 
gram, and birth control programs. 

The George Marion Cooper Memorial 
Building of six stories is the first to be 
constructed specifically for the health 
department. At its entrance are the 
Cooper bronze bas-relief and plaque. 
These Cooper bronzes were purchased 
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with voluntary contributions from pub- 
lic health workers and others through- 
out the state. 


Sanitation Guide for Circuses 


The California State Department of 
Public Health, in cooperation with the 
California Conference of Local Health 
Officers, has prepared a brief “Sanita- 
tion Guide for Fairs, Circuses, Carni- 
vals” for the guidance of the operator 
of such activities. It should also be 
useful to health department sanitarians 
involved in their sanitary supervision. 
Included is a self-inspection form for 
rating the food concession, which is 
available separately. California State 
Department of Public Health, 760 
Market Street, San Francisco 2. 


American Dental Association Meets 


The American Dental Association 
held its 95th annual meeting in Miami, 
Fla., November 8-11, 1954. At this 
meeting, the Division of Dental Health 
Education of the Council on Dental 
Health was raised to the status of a 
bureau. Perry J. Sandell, director of 
the former division, continues as di- 
rector of the bureau. 

Among the recommendations relating 
to public health made by the House of 
Delegates are: 


1. Constituent dental societies are urged to 
take leadership in securing appropriations of 
state funds for dental health programs and to 
foster the appointment of capable dental 
health directors and the establishment of a 
sound administrative position for state dental 
units. 

2. The evaluation of a dental care program 
should be based on the program's ability to 
provide dental services to all its participants 
in terms of financial resources, competent 
personnel, and consistently high standards of 
service. 

3. Dental societies are encouraged to pro- 
vide information and guiding principles to 
labor unions that wish to organize dental care 
programs. 


4. Children’s “Dental Health Day” will be 
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extended to “Children’s Dental Health Week,” 
beginning in 1955. 

5. Constituent societies are urged to pro- 
vide leadership in developing state and com- 
munity plans for dental care and rehabilita- 
tion of the chronically ili and for providing 
dental care for nonambulatory patients in in- 
stitutions and homes. 

6. Constituent societies should initiate ac- 
tion to insure that adequate provision is made 
for dental facilities in the chronic disease 
hospitals and related facilities to be con- 
structed under the Medical Facilities Survey 
and Construction Act of 1954. 


Daniel F. Lynch, D.D.S., of Washing- 
ton, D.C., was elected president to suc- 
ceed Leslie M. Fitzgerald, D.D.S., of 
Dubuque, Iowa. 

Meeting at the same time was the 
American Associztion of Public Health 
Dentists which elected the following 
officers : 


President—Fred W. Wertheimer, D.D.S., chief, 
Public Health Dentistry Section, Michigan 
State Department of Health 

President-Elect—F. M. Erlenbach, D.D.S., di- 
rector, Division of Dental Hygiene, Con- 
necticut State Department of Health 

Secretary—Roy D. Smiley, D,D.S., director, 
Denta! Division, Indianapolis State Health 
Department 


PERSONALS 


Batcom, medical social worker, 
Cattaraugus County (N.Y.) Health Depart- 
ment, has resigned due to illness. 

Jesse R. Barnet, former research assistant 
on the Kellogg Foundation’s community 
studies project at Harvard, has succeeded 
Ray H. Evenrerr,* retired, as executive sec- 
retary of the District of Columbia Social 
Hygiene Society, Washington, D. C. 

Wittaro H. Baumann, former industrial hy- 
gienist, Carbide and Chemical Company, 
Oak Ridge, Tenn., has been appointed to 
the newly created post of industrial hygiene 
engineer, Jones and Laughlin Steel Corpora- 
tion, Pittsburgh, Pa., as a step in the 
corporation’s expanding program of preven- 
tive medicine. 

Mary E. Beam, R.N.,7 executive director, 
Delaware County (Pa.) Public Health 
Nursing Service and president, Pennsylvania 
State Nurses Association, has resigned to 
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further her studies at the University of 
Pennsylvania, Philadelphia. 

Frank R. Braptey, M.D.,+ director, Barnes 
Hospital, St. Louis, Mo., was installed as the 
new 1954-1955 president of the American 
Hospital Association at the association's 
annual banquet in the Grand Ballroom at 
the Palmer House on September 16. 

Lester Brestow, M.D.,* chief, Bureau of 
Chronic Diseases, California Department of 
Public Health, Berkeley, has been added 
to the Commission on Chronic Illness. 

Roscoe C. Brown, D.D.S.,* chief, Special 
Programs Branch, Division of Public Health 
Education, Public Health Service, Washing- 
ton, D. C., retired on October 31 after 40 
years of active service in public health, 30 
of which have been with the Public Health 
Service. 

NapeeNne Bruntni has been appointed public 
health nutritionist, New Jersey State De- 
partment of Health, assigned to the Central 
Health District in Trenton. 

Cc. P. Cuumuey, M.D., has been named direc- 
tor, Grady County (Okla.) Health Depart- 
ment. 

Joun F. Contin, M.D.,* director of medical 
information and education, Massachusetts 
Medical Society, has been appointed medi- 
cal director, Hospital Department, City of 
Boston and superintendent, Boston City 
Hospital, a pest recently created as part of 
the reorganization of Boston’s Hospital 
Department. 

Dover A. Dick, M.D., who has just completed 
a reserve tour of duty with the United 
States Air Force, is a regional medical con- 
sultant with the Division of Local Health 
Services, Kentucky State Health Depart- 
ment, serving Nelson, Spencer, Bullitt, and 
Larue Counties. 

Carotyn Do an, formerly with the Tennessee 
State Department of Health, is now dental 
hygienist, Kentucky State Department of 
Health, Louisville. 

Frank J. Donanue,} executive secretary of 
the Cambria County (Pa.) Tuberculosis and 
Health Association, has resigned to become 
an associate in the Personnel and Training 
Division, National Tuberculosis Association, 
New York City. 

Saran Vance Ducan, director of the Division 
of Foods and Drugs, Kentucky State De- 
partment of Health, Louisville, has resigned 
after 35 vears’ service. 

Epcar S. Evernart, M.D., chief, Venereal 
Disease Division, Pennsylvania Department 
of Health, Harrisburg, retired on October 1, 
1954, after 30 years of service. 
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Lewis H. Howarp, M.D.7 director, Tucson- 
Pima County Health Unit, Arizona, has re- 
tired after 34 years of service. 

Dororny E. Lawson, former director of medi- 
cal social service, U. S. Naval Hospital, 
Philadelphia, Pa., has been appointed to 
direct the newly initiated medical social 
service in the Tuberculosis Section, Phila- 
delphia Department of Public Health. 

Donato Lawrence, M.D., has succeeded the 
late A. A. Nicnots, M.D., as Fargo, N. D., 
health officer. 

Davin B. Les,* director, Bureau of Sanitary 
Engineering, Florida State Board of Health, 
Jacksenville, has been elected the 15th 
president of the Federation of Sewage and 
Industrial Wastes Associations, at its 27th 
annual meeting in Cincinnati in October. 

Constance R. Linpsay, formerly with the 
Boston Visiting Nurse Association, is now 
staff nurse, Quincy (Mass.) Health Depart- 
ment, succeeding ANNE SMITH. 

Vernon W. Lipparp, M.D., dean, Yale Uni- 
versity School of Medicine, is the newly 
installed president of the Association of 
American Medical Colleges, succeeding 
Srantey E. Dorst, M.D., dean, University 
of Cincinnati College of Medicine. Rosert 
A. Moore, M.D., vice-chancellor, Schools of 
the Health Sciences, University of Pitts- 
burgh, is president-elect. 

May former nutritionist, Wash- 
ington County (Md.) School Health Pro- 
gram, is now nutrition consultant, Greater 
New York Program of the National Dairy 
Council, New York City. 

Matruew F. McNu ty, Jr.,+ assistant man- 
ager, VA Research Hospital, Northwestern 
University Medical Center, has been ap- 
pointed professor of hospital administration 
and administrator of the 600-bed University 
of Alabama Hospital and Hillman Clinics, 
Birmingham, Ala. 

James BrapsHaw MINTENER, former vice-pres- 
ident and general counsel of the Pillsbury 
Flour Mills Company, Minneapolis, has 
been appointed assistant secretary for fed- 
eral-state relations in the Department of 
Health, Education, and Welfare, Washing- 
ton, D. C., succeeding Russert Larmon who 
resigned to return to his post at Dartmouth 
College, Hanover, N. H. 

Henry B. Mutnoiranp, M.D.,* assistant dean 
and professor of internal medicine, Univer- 
sity of Virginia Medical School, Charlottes- 
ville, has been elected president, American 
Diabetes Association. 

Eucene H. Payne, M.D.,7 clinical investigator, 
Parke, Davis and Company, Detroit, Mich., 
has received the 1954 national recognition 
award of the Marquette University School 
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of Medicine Alumni Association for his 
study of tropical diseases. 

Maurice L. Perer, M.D.,+ former director, 
Okmulgee County Health Department, is 
now Oklahoma City-County health director, 
succeeding the late Wauter H. Mixes, M.D., 
who had been with the City Health De- 
partment since 1919. 

Etna Perxtns,* director of health education, 
Norfolk County (Mass.) Health Association 
has resigned. 

Donato E. Porrter,t former executive secre- 
tary, Passaic County (N.J.) Tuberculosis 
and Health Association, is now program 
director, California Tuberculosis and Health 
Association, San Francisco. 

Donatpson Rawitnes, M.D.,* formerly 
director, Division of Maternal and Child 
Health, has been appointed deputy director, 
Illinois Department of Health, Springfield, 
in charge of the Division of Preventive 
Medicine, newly created by the consolida- 
tion of the Divisions of Preventive Medicine 
and Maternal and Child Health. 

Rosert Renpvueces, public information officer, 
New York Office of WHO, and Rosert 
Morse, public information officer, Regional 
Office for the Western Pacific of WHO, 
have recently been transferred with Mr. 
Rendueles now in Manila and Mr. Morse 
now in New York City. 

Nina Ph.D.,t secretary, Ittleson 
Family Foundation, New York City, has 
been appointed also as a consultant to the 
Yale University Child Study Center, New 
Haven, Conn. 

ANNETTE associate, Personnel and 
Training Division, National Tuberculosis 
Association, has resigned to become execu- 
tive director, Hudson County (N.J.) Tuber- 
culosis and Health League. 

Leonarp S. Rosenretp, M.D.,* former re- 
search associate, Columbia University 
School of Public Health, has been appointed 
to direct the United Community Services’ 
study of medical care in Greater Boston. 

J. Santivanez, D.V.M., M.P.H.,* left in No- 
vember for a three months’ circuit of 
Mexico, Central America, and South Amer- 
ican countries in promotion of a new pub- 
lication called Ciencias Veterinarias and for 
lectures on public health. 

Eart J. Saver, D.D.S.,+ chief of the dental 
health program, Peoria (Ill) City Health 
Department, which has been dropped be- 
cause of lack of funds, has become public 
health dentist, Peoria County Health De- 


partment. 
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Apete Scu.osser,} statistical field consultant, 
National Tuberculosis Association, New 
York City, resigned in August to enter the 
New York Hospital Nurse Training School. 
She has been succeeded by Recina Loewen- 
sTeIn,* former chief, Statistics Section of 
a special committee set up by the National 
Research Council to study the medical 
problems of veterans. 

Leonarp M. Scuuman, M.D.,* director, Divi- 
sion of Preventive Medicine, Illinois State 
Health Department, Springfield, has been 
appointed as associate professor of public 
health, University of Minnesota School of 
Public Health. 

Betry SHAFRAN, manuscrip: editor, Publica- 
tions Unit, Nationa! Tuberculosis Associa- 
tion, New York City, has resigned to become 
articles editor, Everywoman. She is suc- 
ceeded by Mary Grirtn, formerly assistant 
editor, College Editorial Department, Scott, 
Foresman and Company, Chicago, Ill. 

Mazsor Generat Georce Craic Srewart 
(Rtd.), former director, the Office of Mili- 
tary Assistance, Office of the Secretary of 
Defense, has been appointed to the newly 
created post of general manager, National 
Safety Council, Chicago, Ill. 

Martna J. Taomason,t who has for the past 
two years conducted dietary surveys in 
Ecuador for the Food and Agriculture Or- 
ganization of the United Nations, is now 
public health nutritionist, Cook County 
(Ill.) Department of Public Health. 

Rosert S. Warner, M.D., former director, 
Division of Graduate and Postgraduate 
Medical Education, University of Utah Col- 
lege of Medicine, Salt Lake City, has been 
appointed assistant medical director of the 
American Heart Association, New York 
City, with primary responsibility to develop 
the association’s professional medical edu- 
cation program. 

Exizasetu C. Weis, M.D.,* child hygiene 
physician, Bureau of Maternal and Child 
Hygiene, Connecticut State Department of 
Health, for the past 12 years, has retired to 
join her daughter in Venezuela. 

Max Witcoms, Ph.D., biologist, Oklahoma 
State Department of Health, Oklahoma City, 
has resumed his duties after having com- 
pleted academic work leading to his doc- 
torate degree. 


DEATHS 


Freverick M.D.,7 radiologist, 
Washington Heights and Yorkville Medical 
Group of the Hospital Insurance Plan, New 
York, N. Y. (Medical Care Section). 
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Linn W. Curtis, supervisor of vocation guid- 
ance and placement, United Cerebral Palsy, 
New York, N. Y., on October 15, 1954. 

Mayor Generat Georce C. Dunnam (Ret.) 
USA,* on October 4, 1954 (Laboratory 
Section). 

Lesure W. Foster, D.D.S.,* dental officer, 
Talihina Medical Center, Bureau of Indian 
Affairs, Talihina, Okla. (Dental Health 
Section). 

Jose N. Ganpara, M.D.,7 of Santurce, Puerto 
Rico, on October 12, 1954 (Health Officers 
Section). 

Isaac Gonzatez Martinez, M.D.,* president, 
Puerto Rico League Against Cancer, San 


Juan, Puerto Rico, on April 20, 1954 
(Laboratory Section). 
Paut H. Leacu, assistant medical 


director, Richfield Oil Corp., Santa Monica, 
Calif. (Health Officers Section). 

Water H. Mires, M.D.,* director of health, 
Oklahoma City Health Department, Okla., 
on August 31, 1954 (Health Officers Sec- 
tion). 

Porter L. Musicx,+ milk sanitarian, Georgia 
State Department of Health, on April 10, 
1954 (Engineering Section). 

Liuran B. Parrerson, R.N.,7 assistant pro- 
fessor, Division of Public Health nursing, 
University of Washington, Seattle, Wash., 
on September 8, 1954 (Public Health Nurs- 
ing Section). 

Martin B. Scuever, medical director, 
Clinton Medical Group (HIP) New York, 
N. Y., on June 4, 1954 (Medical Care Sec- 
tion). 

Lewis Revers THompson, M.D.,* formerly 
assistant surgeon general, U. S. Public 
Health Service, on November 13, 1954. 

Anna W. M.D.,* bacteriologist and 
retired assistant director, New York Health 
Department Laboratory, on November 22 at 
the age of 91 (Laboratory Section). 

L. O. WituaMs, M.S.,7 director, Division of 
Public Health Engineering and Sanitation, 
Wyoming State Department of Health, 
Cheyenne, on October 12, 1954 (Engineering 
Section). 

Ciarence E. Yount, M.D.,7 city health officer, 
Prescott, Ariz., on March 10, 1954 (Health 
Officers Section). 


CONFERENCES AND DATES 
State and Regional Public Health Meet- 
ings: 
North Dakota Public Health Association. 
Fargo, N. D. March 28-29. 
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Puerto Rico Public Health Association. 
February 3-5. 
Texas Public Health Association. Buc- 


caneer Hotel, Galveston. February 13-16. 


Meetings of Other Organizations Coming 
in January, February, and March: 


Child Study Association of America, Inc. 
Hotel Astor, New York, N. Y., March 
28-30. 

National Advisory Committee on Local 
Health Departments. Sloane House, New 
York, N. Y. January 24, 

National Conference of [Interstate Milk 
Shipments. Hotel Peabody, Memphis, 
Tenn. March 29-30, 

National Congress of Tuberculosis and 
Silicosis. Mexico, D. F., Mexico. January 
23-29, 

National Health Council. Hotel Sheraton 
Astor, New York, N. Y. March 23-24. 
National Society for Prevention of Blind- 
ness. Annual Sight Saving Conference. 

New York, N. Y. March 16-18. 

U.S.-Canadian Conference. Town Hall, 

Saranac Lake, N. Y. February 7-9. 


WHATMAN 
Filter Papers 


Whether you analyze water, sew- 
age, foods or make any of the count- 
less determinations that are a part 
of the routine of every health labora- 
tory, there are grades of WHATMAN 
Filter Papers exactly made for your 
particular problem. 


Why not send for samples and a 
catalog today? 


H. REEVE ANGEL & CO., INC. 
52 Duane St., New York 7, N. Y. 
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MILLIPORE 


Bacterial 


Controls 


Now proved in widely diverse fields 
of analysis, MF® membrane filters 
have established new standards of 
simplicity, accuracy, efficiency and 
reliability in microbiological pro- 
cedures. 


National Dairy Research Labora- 
_tories, Inc. have reported applica- 
tion* of the MF to the control of dairy 
sanitation: 


e@ Enumeration of psychrophilic 
bacteria 

e Germicidal testing 

@ Analysis of air contamination 

e@ Bacteriological examination of 
milk and containers 

@ Routine checks for water 


A comprehensive summary of literature on 
many new techniques and procedures with 
instructions for the use of MF membrane 
filters and accessory equip t is availabl 
on request from the laboratories of the 


MILLIPORE FILTER 
CORPORATION 


Watertown 72, Mass., U.S.A. 


“Burke, Carroll P., 1953, Food Engineering 25:47, 
178-80, Sept. “New Bocteria Spotter.” 


THE HEALTH oF 


REGIONVILLE 


What the People Thought 
and Did about It 


by Earl Lomon Koos 


“Must reading. For the first time an 
investigation devoted solely to discover- 
ing the relationship between social class 
structure and health behavior,” Dor- 
othy Nyswander, Prof. Public Health 
Education, Univ. of California. “Im- 
portant reading for all members of the 
paramedical team,” Leona Baumgartner, 
Commissioner of Health, New York 
City. 

$3.25 


EDUCATION AnD 
HEALTH oF THE 


PARTIALLY SEEING 
CHILD—THIRD EDITION 
by Winifred Hathaway 


“An outstanding contribution to the 
improvement of educational practice 
for the partially seeing child,” Edu- 
cational Forum said of this standard 
text, now brought up to date. New 
material on plans for the partially see- 
ing child to participate as nearly as 


possible in normal school life. 
$3.75 


Columbia University Press 


New York 27 
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The American Public Health Association acknowledges with deep appreciation its !ndebtedness 
to these Sustaining Members whose annual dues help support its general program 


Sustaining Memtbers 

American Aerovap, Inc., New York, N. Y. 

American Association of Medical Social Workers, Washington, D. C. 

American Bottlers of Carbonated Beverages, Washington, D. C. 

American Can Company, New York, N. Y. 

Association for the Aid of Crippled Children, New York, N. Y. 

George Baehr, M.D., New York, N. Y. 

Borden Company, New York, N. Y. 

Chiorine Institute, Inc., New York, N. Y. 

Congress of Industrial Organizations, Washington, D. C. 

Difco Laboratories, Detroit, Mich. 

Diversey Corporation, Chicago, Ill. 

Equitable Life Assurance Society of the United States, New York, N. Y. 

John Hancock Mutual Life Insurance Company, Boston, Mass. 

Hellige, Inc., Garden City, N. Y. 

Hoffmann-La Roche, Inc., Nutley, N. J. 

Holland-Rantos Company, Inc., New York, N. Y. 

International Association of Ice Cream Manufacturers, Washington, D. C. 

International Association of Machinists, Washington, D. C. 

International Equipment Company, Boston, Mass. 

Lederle Laboratories Division, American Cyanamid Co., New York, N. Y. 

Liberty Mutual Insurance Companies, Boston, Mass. 

Licensed Beverage Industries, Inc., New York, N. Y. 

Life Insurance Company of Virginia, Richmond, Va. 

Lily-Tulip Cup Corporation, New York, N. Y. 

Merck & Company, Inc., Rahway, N. J. 

M & R Laboratories, Columbus, Ohio 

Metropolitan Life Insurance Company, New York, N. Y. 

Montefiore Hospital Medical Group, New York, N. Y. 

National Dairy Products Corporation, New York, N. Y. 

National Farmers Union, Denver, Colo. 

New York Hotel Trades Council and Hotel Association Health Center, 
Inc., New York, N. Y. 

Orkin Institute of Industrial Sanitation, Atlanta, Ga. 

Oval Wood Dish Corp., Tupper Lake, N. Y. 

Owens-Illinois Glass Company, Toledo, Ohio 

Prudential Insurance Company of America, Newark, N. J. 

Rip Van Winkle Clinic, Hudson, N. Y. 

Ross-Loos Medica! Group, Los Angeles, Calif. 

St. Louis Labor Health Institute, St. Louis, Mo. 

Sealright Company, Inc., Fulton, N. Y. 

Sharp and Dohme, Inc., Glenolden, Pa. 

E. R. Squibb and Sons, New York, N. Y. 

Steiner Sales Company, Chicago, Ill. 

Sun Life Insurance Company, Baltimore, Md. 

Textile Workers Union of America, New York, N. Y. 

Theatre, and Amusement Building Janitors’ Union, Chicago Office, 
Chicago, Ill. 

Travelers Insurance Company, Hartford, Conn. 

UAW-CIO (United Automobile, Aircraft and Agricultural Implement 
Workers of America), Detroit, Mich. 

Union Central Life Insurance Company, Cincinnati, Ohio 

Upjohn Company, Kalamazoo, Mich. 

Velsicol Corporation, Chicago, Ill. 

Winthrop-Stearns, Inc., New York, N. Y. 

Wyeth Laboratories, Inc., Philadelphia, Pa. 
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A.P.H.A. AFFILIATED SOCIETIES AND BRANCHES 


Society AND SECRETARY 


Arizona Pusiic Heattu Association, Mrs. Virginia Redondo, State Health Dept., Phoenix 
Cotoravo Pustic Heattn Association, Arguyle Seikel, 901 E. 17th Ave., Denver 
Connecticut Pustic HeattH Association, Irma Biehusen, 1044 Chapel St., New Haven 
BAN Pustic Heattu Socrery, Dr. Raphael Calvo Fonseca, San Rafael 1170, Havana 
Frormwa Pustic HeartH Association, Fred B. Ragland, P. O. Box 210, Jacksonville 
Gerorcta Pustic HeaitH Association, Mrs. Mayola S. Center, Rm. 332, State Office Bidg., Atlanta 
Ipano Pustic Heattu Association, Mrs. D. W. McDougal, P. O. Box 640, Boise 
Pustic Hearts Association, Lillian Nash, 737 So. Wolcott, Chicago 
lowa Pustic Heattn Association, K. E. Hartoft, State Dept. of Health, Des Moines 
Kansas Pusiic Heatrn Association, Evelyn Ford, State Board of Health, State Capitol, Topeka 
Lovistana Pustic Heattu Association, Lloyd Methe, P. O. Box 576, Lafayette 
Massacuusetts Pusiic Hearts Association, Helen P. Cleary, 695 Huntington Ave., Boston 
Micuican Pustic Heattu Association, La Rue Miller, 3429 Old Dewitt Road, Lansing 
SMiesota Pusiic Feattn Conrerence, D. S. Fleming, M.D., State Dept. of Health, University Campus, 
Minneapolis 
Missourr Pustic Heattu Association, Mrs. Nadia Craver, Sth Fl., State Office Blidg., Jefferson City 
New Mexico Pustic Heatta Association, Mary M. Gilliland, Box 711, Santa Fe 
New York State Pustic Heattm Association, Elmer Andersen, Erie Co. Health Dept., Buffalo 
Nortu Pustic Heattu Association, Doris Tillery, State Board of Health, Raleigh 
Nortu Dakota Pustic Assoctation, Lois S$. Williamson, State Dept. of Health, Bismarck 
NortHern Cactrornta Pusitic Heattu Association, Marian E. Leach, Univ. of California, School of 
Public Health, Berkeley 
Onto Pustic Hearts Assoctation, Maxine F. Pendleton, Madison Co. Health Dept., London 
Oxtanoma Pusiic Association, Marjorie Butler, 3400 North Eastern, Oklahoma City 
PENNSYLVANIA Pustic Heattn Association, Robert H. Conn, 303 N. Second St., Harrisburg 
Pusiic Heattn Association oF New Yorx Crry, Abe Brown, Health Dept., 125 Worth St. 
Puerto Rico Pustic Heart Assoctation, Lagrima Marin, Apartado 211, San Juan 
Sours Carotina Pustic Hearts Association, Carrie B. Du Priest, State Board of Health, Columbia 
Soutn Daxora Pustic Heattu Association, T. A. Evans, State Dept. of Health, Pierre 
Soutnern Catirornia Pusiic Hearts Association, Gerald A. Heidbreder, M.D., 241 No. Figueroa St., 
Los Angeles 
Tennessee Pustic Hearts Association, C. B. Tucker, M.D., State Dept. of Health, 420 Sixth Ave., N., 
Nashville 
Texas Pustic Heattu Association, H. E. Drumwright, City Health Dept., Dallas 
Utan Pustic Heatta Association, Mrs. Mildred Engar, Salt Lake City Board of Health, 115 So. State, 
Salt Lake City 
Wasutncton State Pustic Heatru Association Jobn E. Van Amburgh, Seattle-King Co. Health Dept., 
Seattle 
West Virointa Pustic Heart Association, Pau! B. Shanks, State Dept. of Public Health, Charleston 
Soutnern Brancu, A.P.H.A., Frank M. Hall, M.D., Box 491, Gainesville, Fla 
Western Brancn, A.P.H.A., Mrs. L. Amy Darter, State Dept. of Health, 2180 Milvia St., Berkeley, Calif. 


APPLICATION FOR MEMBERSHIP 


PROFESSIONAL SOCIETIES 


(title of position) 

Remarks to describe character of work if not indicated by title......................--0... 


AMERICAN PUBLIC HEALTH ASSOCIATION, Ine. 
1790 Broadway at 58th Street New York 19, N. Y. 


Please complete application on reverse side 


§ 
(please print) 
; (street) (city or town) (state) 
EDUCATION (give schools, dates and degrees; if no degrees received, say “none”) | 
EXPERIENCE (show recent positions, giving titles, names of organizations and years of tenure) e ; 
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REPORTS OF THE COMMITTEE ON PROFESSIONAL 
EDUCATION 


(Officially Approved by the Governing Council of the A.P.H.A.) 


Educational and Experience Qualifications of Administrative Personnel (Non-Medical) in Public 
Health Agencies 

Educational and Experience Qualifications of Physical Therapists in Public Health Agencies 

Educational Qualifications of Industrial Hygiene Personnel Other Than Medical, Dental, and 
Nursing (Proposed) 

Educational and Experience Qualifications of Public Health Laboratory Workers 

Educational Qualifications of Executives of Voluntary Health Associations 

Educational Qualifications of Community Health Educators 

Educational Qualifications of Health Officers . 

Educational Quelifications of Medice! Administrators of Specialized Health Activities 

Educational Qualifications of Medical Social Workers in Public Health Programs 

Educational Qualifications of Nutritionists in Health Agencies 

Educational Qualifications of Public Health Dentists 

Educational Qualifications of Public Health Engineers 

Educational Qualifications for Public Health Nursing Personnel 

Educational Qualifications of Public Health Statisticians 

Educational Qualifications of Public Health Veterinarians 

Educational Qualifications of Sanitarians 

Educational Qualifications of School Physicians 

Report on Field Training of Public Health Personnel 


Single copies are available without charge 
Address requests to the 
Book Service 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway at 58th Street New York 19, N. Y. 


(Continued from previous page) 
SECTION IN WHICH MEMBERSHIP IS DESIRED (choose only one) 


() Health Officers [) Engineering © Maternal and Child Health [ Epidemiology 
Laboratory Industrial Hygiene Public Health Education C) School Health 
C) Statistics © Food and Nutrition [ Public Health Nursing C) Dental Health 
Medical Care C) Unaffiliated 

SPONSORS 

Nore: Sponsors must be two mesabers and/or Fellows of the American Public Health 


Association. It is essential that your application be sponsored, but if you cannot 
obtain the signatures of two persons affiliated with the Association, write their 
names ‘and addresses in the spaces above and we will get in touch with them for you. 


DUES A remittance for $...... is enclosed. Dues will be paid by ...................- 


and a bill should be sent to that address. 
Annual membership dues are $10.00 ($10.50 Canada; $11.00 foreign countries ex- 
clusive of Latin America) and include a subscription to the American Journal of 
Public Health as well as the other services maintained by the Association. The 
membership year is the same as the calendar year. Members joining during the 
first six months of the year will receive the Journal from January onward. 
Members joining after July lst are requested to pay $15.00 (Canada $15.75, foreign 
$16.50) covering the latter half of the current year and the whole of the ensuing 
year, the Journal beginning with July of the current year. 
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AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway at 58th Street 


New York 19, N. Y. 


Publications of the A.P.H.A. 


AmeRICAN JourNAL or Pustic HEALTH AND THE 
Nations Heattn. Single copies............. $1. 
An APPRAISAL METHOD FoR Measurine THE QuaL- 
try or Hovustnc: A YarpsTick For HEALTH 
Orricers, Hovusinc OrrictiaAts AND PLANNERS: 
Part I. Nature anp Uses or THE METHOD. 
Part II. Appraisat or Dwetittnc Conprtions. 
Vor. A—Dmector’s Manuat, $3.00. 
B—Fre_p Procepures, $2.00. Vor. C— 
Orrice Procepures, $2.00 (1946); or three 
Part Ill. Apprarsat or NEIGHBORHOOD EN- 
VIRONMENT. (1950). 132 $3.00 
50 


$8 


Bastc Principces or Heatturut Hovsinc. 2d ed. 

Care or Laporatory 1954. 28 

Controt or CommuNIcABLE Distases IN MAN 
(including therapy). 7th ed., 1950. 181 pp... .40 
8th ed. available February, 1955............. .60 

Diacnostic Procepures AND REAGENTS. TECHNICS 
ror THE LasoraTory D1AGNosis anp CoNnTROL 
or THE ComMuUNICABLE Diseases. 3rd ed., 1950. 


Dracnostic Procepures ror Virus AND RICKETT- 

stat Diseases. 1948. 347 pp..............+- $4.50 
Dreectory or Pusitrc HeattH Statisticians (Sth 

Evatuation Scuepute. For use in the study and 

appraisal of community health programs...... .70 


GeneraL Mepicat Care Procrams In LocaL 
Heattu Departments. Milton Terris and Na- 


Grossary Water Aanp Sewace Controt 
NEERING. 1949. 274 pp. Paper cover........ $1.00 


Gumpe ror THe Mepicat anp Pusiic 
Nurstnc Supervision or Tupercutosis Cases 
anp Contacts. 1953. 24 .30 
Heattw Practice Inpices 1947-1948. A Collec- 
tion of charts showing the range of accomplish- 
ments in various fields of community health 


Heattu Supervision or Younc Curtpren. 176 


Hovustnc An Acinc PorpuLation. 1953. 92 pp... $1.00 
Metuops ror Derermininc Leap IN AIR AND IN 


Brotocicat Marertars. 1944, 41 pp........ .50 
OccupaTionaL Leap Exposure Leap Potson- 


Panum on Meastes. By P. L. Panum (Transla- 
tion from the Danish). Delta Omega ed., 1940. 


Proposep Hovustnc Orpinance 1952. 24 pp.... .75 
Proposep Sanrtary Cope. Part III of a Study of 


Pustic Heattn Career PAMPHLETs: 
Pustic Heatta-—A Career with a Future. Re- 


InpustTriaL Hycrene 1949 1-5 copies free; 
Tue ENGR. AND SANITARIAN 1949 
STATISTICIAN 1950 6-99 copies ea. 10¢ 
Serectep Papers or Haven Emerson. 1949 
“Suattuck Report”, Tue. Report of the Sanitary 
Commission of Massachusetts: 1850, 321 pp.. $4.50 
STANDARD METHODS FOR THE EXAMINATION OF 
Darry Propucts. 10th ed., 1953. 324 pp.... $4.75 
MICROBIOLOGICAL EXAMINATION OF MILK AND 
Cream: Chapter 2 Only. 64 pp......... 75 
Puotrocrapuic Sepiment Cuart. 1953 ed....... $1.50 
Stanparps ror Hratturut Hovsinc: 
PLANNING THE NEIGHBORHOOD. 1948. 89 pp... $2.50 
PLANNING THe Home ror Occupancy. 1950. 
EQUIPMENT OF THE Home. 


Stanparp MeEtTHops FoR THE EXAMINATION OF 
Water, Sewace anp Inpusteiat Wastes. 10th 
ed. in preparation. 

Swmmminc Poors anp OtHer Pustic Batuinc 
Praces. Recommended Practice for 
Equipment and Operation of, 1949. 56 pp.. .55 

35 Year InpexX oF THE AMERICAN JOURNAL OF 
Pustic Heattu. Years 1911 to 1945. 340 pp. 


Buckram Ed. $7.00. Paper Ed............... $3.75 
Wuat’s tHe Score? Committee on Administrative 
Practice. A.P.H.A. 1950. 52 pp............ .50 


Order from the Book Service — Advance Payment is Requested 


Reprints from the American Journal of Public Health 


Bacteria, CLEANABILITY oF Various Types or EatING 
Surraces. [February, 1953.] 12 pp. 25¢ 


oF Pustic Heatta Motion Pictures 
15¢. 


Frm Sreips. [April, 1950.] 4 pp. 
CONGRESSIONAL HEARINGS ON WATER-BoRNE FLvoriprs. 
(May, 1952.] 5 pp. 15¢. 
IMPROVEMENT OF LocaL Houstnc REGULATION UmDER THE 
Law. (November, 1942.] 16 pp. 25¢ 
Lemvet Suattuck—Stiit a Propuer. [February, 19994 


27 
Tue Heatta DepartmMent—Services Re- 
SPONSIBILITIES. An official statement of the American 


Public Health Association. [1950.] 8 pp. 10¢. 
On tHe Use or IN THE Fietp or Pvustic 
Heartu. [June, 1954.] 24 pp. 40¢. 


Present Stratus or tHe Contrrot or Arr-Borne Inrec- 
tions. [January, 1947.] Report of the Subcommittee 


for the Evaluation of Methods and Control of Air- Some 
Infections. 10 pp. 25¢. 
Princtptes For CONSIDERATION IN JUDGING THE PROBABLE 
EFrecTIVENESS OF FeperAt Lecistation DesiGNED TO 
Improve THE HeattH or CHILDREN oF ScHooL AcE. 


[April, 1948.] 4 pp. 10¢. 
Recent OBSERVATIONS oF THE British NATIONAL HEALTH 
Service. [May, 1949.] 6 pp. 15¢. 


STATE HEALTH DEPARTMENT—SERVICES AND ReSPONSIBILI- 
tres. [February, 1954.] 20 pp. 35¢ 
Succestep STANDARDS FoR HEALTH SERVICES IN SECONDARY 


Scnoots. [May Year Book 1952.] 12 pp. 15¢. 
VENTILATION AND ATMOSPHERIC POLLUTION. [July, 
1943.] 7 pp. ¢. 
or Escherichia coli 1s Actp Mine Waters. 
[July, 1952.] 5 pp. 10¢. 


Order from the Book Service — Advance Payment is Requested 
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On the sunny side of the cold 
season is the healthful nutrition 
of this wholesome giant of the 
citrus family. Aiding those who 
, are deficient in vitamin C is a 
nutritional task for which grape- 
fruit is well equipped by nature. 
Its luscious flavor tempts 


patients to eat and drink large 
quantities as an aid in the 


dietary management of many 
febrile diseases. 


FLORIDA CITRUS COMMISSION 
LAKELAND, FLORIDA 


Mineral and Vitamin Values 
of Grapefruit 


100-Gm. Fresh Fresh 
portions grapefruit] juice 
(approx.) %, small | 100 cc. 
MINERALS 
Calcium Gm. 021 021 
Iron mg. 3 3 
VITAMINS 
A ia. 20 10 
B, mg. 075 05 
B, mg. 02 04 
Niacin mg. 22 22 
C mg. 35 41 


Sniffles are-in\ PASO) so is GRAPEFRUIT 


Delicious and Nutritious as Fruit or Juice 


Accepted jor advertising 
in Journals of the 
American Medical Association 


GRAPEFRUI 


F L OfR J 
ORANGES ANGERINES 


JANUARY 1955, A.J.P.H. 


“A sample from this lot* has been 
tested in parallel with standard anti- 
gen by the Venereal Disease Research 
Laboratory and found to be of stand- 


ard reactivity.” 


APPROVED . 


Dr. John A. Kolmer 


Specify 


Sylvana 


approved antigens 


SYLVANA CHEMICAL COMPANY 
ORANGE, NEW JERSEY 


Each lot of SYLV ANA cardiolipintecithin antigens is approved by the author-serologist or reference laboratory 
* involved, Cardiolipin is produced under license from the New York State Department of Health. 


vED 
R 
: 
: 
APPROVED . . . 
Dr.C.R.Rein— 
i 


Media for 
MYCOLOGY 


DIAGNOSTIC 

. » - for the isolation, identification and cultivation of pathogenic 
fungi. These media are also widely used in phytopathological studies. 
Several are neutral in reaction, giving optimum conditions for growth 
of a variety of fungi. The following may be prepared as selective 
media by the adjustment of reaction, addition of antibiotics or other 


agents: 
Bacto-Brain Heart infusion Agar Bacto-Mycological Agar 
Bacto-Sabouraud Dextrose Agar Bacto-Mycological Broth 
Bacto-Sabouraud Maltose Agar Bacto-Corn Meal Agar 
Bacio-Littman Oxgall Agar Bacto-Corn Meal Agar with Dextrose 


Bacto-Bean Pod Agar = Bacto-Prune Agar = Bacto-Lima Bean Agar 


CONTROL 
. . . for sanitazy and sterility procedures as well as for general use 
in mycological procedures: 


Bacto-Sahouraud Maltose Broth Bacto-Neurospora Culture Agar 

Bacto-Sabouraud Liquid Medium Bacto-Potato Dextrose Agar 

Bacto-Malt Extract Bacto-Mildew Test Medium 

Bacto-Malt Agar Bacto-W.L. Nutrient Medium 
Bacto-W.L. Differential Medium 

CLASSIFICATION 

. .. and qutritional studies of fungi: 

Bacto-Yeast Morphology Ager Bacto Crapek Dox Broth 

Bacto-Yeast Carbon Base Bacto Crapek Solution Agar 

Bacto-Yeast Nitrogen Base Bacto-Vitamin Free Yeast Base 


THE DIFCO MANUAL, NINTH EDITION, 


including descriptions of these media and their use, 
is available on request. 


Dirco LABORATORIES 


DETROIT 1, MICHIGAN 


